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ROLONGED labor is always a cause for anx- 

iety on the part of the obstetrician and as 
time passes without the completion of delivery, 
he may be apprehensive of serious complications. 
Labor that extends beyond thirty hours in a pri- 
mipara or twenty hours in a multipara suggests 
the presence of complications. 

The causes of prolonged labor can be divided 
into two main classes. 

1.. In the first class are those variations in the 
shape and size of the pelvis that obstruct the 
passage of the fetus and anomalies of the fetus 
itself, such as hydrocephalus, monstrosities, et 
cetera. 

In this class can be placed also those cases of 
faulty presentations, such as brow and face, im- 
pacted occipitoposterior and transverse positions. 

There are still other conditions in this class that 
can prolong labor, such as fibromata of the uterus, 
other tumors or cysts in the pelvis, bicornate 
uterus and a long rigid cervix. 

This first group of conditions that tend to 
prolong labor will not be considered in detail in 
this paper. If careful and repeated prenatal care 
is carried out, it will be possible to detect the 
majority of these causes of prolonged labor before 
labor starts, and the obstetrician can then be pre- 
pared to carry out the proper treatment. This 
should include x-ray examination to determine 
the pelvic measurements and the shape and size 
of the fetal parts. It has been said that early 
exposure of a three-month fetus to x-ray may 
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cause damage. I have not seen any such dam- 
age myself; however, I. think that the x-ray of 
the maternal pelvis and the fetus should be carried 
out in the last month of pregnancy, as one can 
then get a better idea of the relative size of the 
fetal head and the mother’s pelvis. 

I want especially to emphasize the great import- 
ance of a complete and. careful prenatal examina- 
tion. There is no one thing the physician can do 
for the expectant mother that will be of more 
value to her than complete and careful prenatal 
examinations during her pregnancy. 

2. The second cause of prolonged labor is the 
condition of inertia uteri. In inertia uteri there 
is a failure of the uterus to contract frequently 
enough or forcibly enough to carry on the labor. 
This condition I shall discuss in some detail, as 
it is a common cause of postpartum hemorrhage. 

Inertia of the uterus may develop during labor 
and continue into the postpartum period. It may 
appear without warning, and in the postpartum 
period it may be the cause of hemorrhage. 

Inertia uteri has been divided into secondary 
and primary inertia. 

Adam G. Sheddon, in the Medical Journal of 
Australia, says: “Secondary inertia is a condition 
of temporary uterine exhaustion usually appearing 
in the second stage of labor and resulting from 
an obstruction, which however is not insuperable.” 
This, he says, is really a protective mechanism. 
He defines primary inertia as a complication of 
labor characterized by uterine contractions, which 
from their onset are sluggish, infrequent and 
inco-ordinate. This classification seems to define 
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the condition clearly. He notes that this condition 
is prone to develop in the older primipara with a 
rigid os. 

John W. Harris, in the American Journal of 
Surgery for February, 1937, says that primary 
inertia of the uterus is a common type of dystocia 
and is next in frequency to the dystocia from 
contracted pelvis. The pains are severe enough 
to make the patient very uncomfortable, and the 
physician is often forced by the patient and rela- 
tives to hasten or interrupt the labor. Thus, many 
cases are mismanaged. 

Many medical men have observed that primary 
inertia only becomes evident during labor and 
that a means of detecting the probability of pri- 
mary inertia during the last month of pregnancy 
would be of great value. 

In many cases of primary inertia, a diagnosis 
is made of rigid cervix that cannot dilate, whereas 
the reason for dystocia is not the cervix but 
rather the inadequate contraction of the uterus. 
This false conception of the condition frequently 
results in mismanagement. A careful examination 
during the pains which are often apparently se- 
vere, will show that the fetal head does not 
engage or push down during the pain. Instead 
of attempts at forcing deiivery, the patient should 
be given several hours of complete rest and ade- 
quate nourishment; then labor may be resumed. 

The cause of primary inertia has not been estab- 
lished. 

There are many theories as to the cause of nor- 
mal labor, among which are the following: (1) 
increased venosity of placental blood; (2) me- 
chanical distention of the uterus; (3) senility of 
the placenta; (4) maturity of the fetus; (5) the 
influence of hormones. 

It has been suggested that a disturbance or non- 
functioning of one or more of these may be the 
cause of inertia. However, we do know that this 
occurs more frequently in elderly primipara and 
in multigravida who are emotionally unstable and 
apprehensive, so every effort should be made to 
gain the patient’s confidence and reassure her. 

In connection with a method or means of fore- 
telling the possible development of primary inertia, 
some interesting work has been done with the 
tocograph. The tocograph is an instrument for 
measuring uterine motility. Many methods have 
been tried to measure the power of uterine con- 
tractions, mostly by some sort of bag inserted 
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in the uterus, vagina or rectum, and attached to 
a recording device. Obviously, this is not a prac- 
tical method and exposes the patient to many 
hazards. 

Sandor Larand in 1936 published a description 
of the second model of his tocograph. The in 
strument consists of a series of levers actuated 
by a rod that projects about 5 mm. from the 
bottom of the box in which the apparatus is 
contained. The graph strip revolves on a drum, 
and the writing lever inscribes the graph on the 
paper. The whole thing is a little larger than a 
deck of cards. It is placed on the abdomen at 
the most prominent area and held in place by 
an elastic belt. 

Dr. Douglas P. Murphy, working in hospitals 
in Philadelphia and in the University of Pennsyl- 
vania, has carried out a series of 3,154 tocograph 
readings in 1,153 individuals. Of the 3,154 read- 
ings 1,936 were made before the onset of labor. 

This year he published a book on this subject, 
and he says that he undertook this work because 
one of the chief problems of the obstetrician is 
created by inadequate uterine pains, which pro- 
long labor and jeopardize the life of the mother 
and child. As a result of his tocograph readings, 
he has made certain observations : 


1. He has established a normal graph, both 
prenatal and during labor. 


2. He has established a graph of the normal 
uterine tension during labor and between pains. 

3. He has been able to detect inadequate and 
irregular contractions in prenatal readings that 
during labor developed into inertia of the uterus. 

He has come to several other interesting con- 
clusions, but as this paper is not a review of the 
hook, I can only say that the book is of great 
interest and will well repay the reader. 

I can remember the time when we had no blood 
pressure instrument, when there was no electro- 
cardiograph, when there was no basal metabolism 
machine, when a roentgenogram was a curiosity, 
obtained only from a static machine or Vulcan 
coil. So I consider it possible that the tocograph 
for measuring uterine motility may become a use- 
ful and valuable instrument to the obstetrician. 

The diagnosis of primary inertia is not difficult 
when it is established. The pains are irregular, 
cause a great deal of discomfort, and no progress 
is made. The fetal parts do not engage and the 
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os does not dilate; all this, notwithstanding the 
fact that previous prenatal examinations have 
shown that there are no abnormalities of posi- 
tion, pelvis or fetus that would obstruct labor. We 
can sometimes anticipate the condition in an 
elderly primipara or a multipara who has had 
many children close together. One thing which 
all patients with inertia uteri have in common 
is a nervous condition of apprehension and a feel- 
ing that it is impossible for them to deliver 
their babies. 

These patients can usually be detected during 
the earlier prenatal calls, and it is then that the 
physician should do everything to gain their con- 
fidence and build up their morale. This is of 
vast importance. 

The treatment during the progress of labor 
consists in trying to establish normal labor, and 
this can often be done. First, the patient should 
have long rest periods of several hours with the 
use of sedatives. My favorite is demerol, 100 mg. 
with 1/100 grain of hyoscin hydrobromide gr. 
1/100 and I repeat it if needed in an hour cr two. 
In many cases, following the sedative, labor be- 
comes normal and progresses to a favorable termi- 
nation. I prefer demerol to the barbiturates. 


Brodie C. Nalle, in Southern Medicine and 
Surgery in 1941, discussing the subject of pro- 
longed labor, states that the cause of inertia of 
the uterus may be due to: (1) a disturbed auto- 
nomic system ; (2) calcium deficiency ; (3) a com- 
bination of the two. 

The autonomic nervous system, consisting of 
the sympathetic and parasympathetic nerves is an 
involuntary system and innervates the uterus. 
This nervous system is susceptible to emotions of 
anger, fear, anxiety and suppressed emotions. 
Thus the emotional instability of the patient will 
affect the work of the uterus. 

He was impressed by the fact that the demand 
for calcium during the last ten weeks of pregnancy 
was very great and that the patients often ex- 
hibited clinical evidence of calcium deficiency 
such as cramps in the calves of the legs, frequent 
periods of false pains, and paresthesias. The 
estimation of diffusible blood calcium is difficult, 
but the clinical evidence is reliable. Normal blood 
calcium which is available for use has a sedative 
effect on the sympathetic system, and if adequate, 
the uterus contracts in a normal manner. On this 
basis, he gives the patient calcium gluconate with 
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vitamin D from the third month on. It has been 
my practice for several years to give calcium 
gluconate grs. 30 daily for the-last trimester, with 
vitamin D. In the majority of cases, I am satis- 
fied that this is of great benefit and the incidence 
of nervous, apprehensive patients, with inertia 
uteri is not so great as formerly. 

The use of oxytocic drugs in prolonged labor, 
due to primary inertia, deserves mention. These 
drugs are potentially very dangerous to both moth- 
er and child and therefore should not be used 
unless the cervix is fully dilated and it is cer- 
tain that there is no mechanical obstruction to 
the delivery of the child. This should be the rule 
in the use of these potent medicines. The oldest 
of the oxytocics is ergot. It was first described 
one hundred years ago by Prescott. The alkaloid 
ergonovine or ergotrate is the preparation used. 
It is used almost entirely postpartum. In England 
and Europe this alkaloid is called ergometrine. 
In 1906 Dale discovered that the extract of the 
posterior pituitary gland had a remarkable action 
as an oxytocic. Since then it has become uni- 
versally used. Given by intramuscular or intra- 
venous injection, it produces strong and regular 
uterine contractions. The following rules, how- 
ever, must be followed or the uterus may rupture: 


1. Pituitary extract should not be used if the 
intrauterine tension is high or if the uterus is in 
a state of tetanic contraction. 


2. It should not be used if the os is not fully 
dilated, or easily dilatable. 


3. It should not be used if there is any ob- 
struction to labor such as a deformed pelvis, or 
anomaly of, or excessive size of, the fetus. 

4. The dose should be small (about 2 minims) 
of obstetrical pituitrin. 

With these precautions, pituitary extract is a 
very useful drug and will often cause normal 
strong contractions that will terminate the labor, 
in the presence of primary inertia. 

There are other oxytocic drugs, such as estro- 
gens and quinine but ergot and pituitary extracts 
are the most commonly used. 

In many cases of primary inertia, due to the 
condition of the mother or fetus, it may be in- 
advisable to use oxytocics, so some form of 
obstetrical operation may be needed. Forceps in 
the midpelvis or at the outlet are familiar to all 
of us and are generally successful. Using high 
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forceps is an operation that is dangerous to mother 
and child and in my opinion a podalic version is 
preferable. This has its dangers but if done care- 
fully is preferable to high forceps. In these cases, 
due to the long labor and probable examinations 
and loss of the liquor amnii, I would consider 
cesarian section contraindicated as the danger 
of sepsis is great and peritonitis is very likely 
to occur. 

The most serious complication that occurs as 
a result of prolonged labor from primary inertia, 
is postpartum hemorrhage. This is the direct result 
of weak and ineffectual contractions of the uterus, 
extending into the postpartum period. Post- 
partum hemorrhage is second only to sepsis as 
a cause of maternal mortality. This may result in 
a great loss of blood in a short time or a steady 
trickle that may not be alarming, but may even- 
tually result in death, if not checked. 

Odell, Randall and Scott, in an article published 
in the Journal of the AMA of March 15, 1947, 
on this subject, state that when the total loss of 
blood (measured and estimated) exceeds 600 c.c. 
or more, postpartum hemorrhage is diagnosed. 
In a long series of cases they found the majority 
of those listed as prolonged labor were in the 
inertia group. They further stated that the in- 
cidence of postpartum hemorrhage was higher in 
the mothers who had operative interference of 
any sort to conclude the labor, than in those who 
delivered spontaneously. In such instances they 
give early a 5 minim dose of pituitary extract 
followed by ergotrate. If this is not successful, 
they advocate douching the uterus with cold 
sterile water and tamponade. In the treatment 
of postpartum hemorrhage it is well to review the 
proper procedure notwithstanding the fact that 
it is a familiar subject. 


If hemorrhage develops after the delivery of 
the placenta, the uterus should be grasped firmly 
and massaged to induce contractions. Often one 
can feel the uterus relax and become soft, when 


the contraction fails. The nurse is instructed 
to give pituitary extract 5 minims intramuscularly, 
followed by ergotrate 1/320, by the same method. 
If the bleeding continues, the birth canal is ex- 
plored for lacerations of the vagina and cervix. 
If found, they should be sutured, which will 
control the bleeding. If, however, the bleeding is 
from the uterus, the hand should be‘inserted into 
the uterus and any secundi that are present should 
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be removed. I found a placenta succenturia in one 
instance. In case the patient is still bleeding, i: 
will be necessary to pack the uterus. In our de- 
livery room we have, at all times, a sterile pack 
seven yards long and three inches wide con- 
sisting of several thickness of gauze. This is 
enough to pack the uterus tight as well as the 
vagina. If the mother has reached this stage of 
bleeding, she is in more or less shock from loss 
of blood, so plasma is given and arrangements are 
made for blood transfusion. The patient’s blood 
should be typed and the Rh factor ascertained so 
that suitable blood can be used. Some writers have 
stated that packing of the uterus is an outmoded 
procedure, but I think that it is often a life-saving 
treatment and is the only method for controlling 
some cases of hemorrhage. It has been said that 
it is very liable to cause infection. This is not so 
likely to occur if conducted in a modern hospital. 
Also the infection can usually be controlled by 
the use of penicillin, sulfonamides, and blood 
transfusions. I therefore continue to pack the 
uterus if the need arises. 

Postpartum hemorrhage occurring before the 
delivery of the placenta is equally formidable. The 
first thing to do is to deliver the placenta. The 
Crede method of expulsion should be tried but 
as this often fails, it becomes necessary to do a 
manual separation. John B. Pastore, in an article 
on postpartum hemorrhage in the American Jour- 
nal of Surgery, states that the placenta should be 
separated by the ulnar side of the hand, starting 
at the top of the fundus and separating from 
above downward. In this way, the uterus con- 
tracts on the retreating hand and placenta and 
avoids the bleeding that occurs in the reverse 
procedure. He says, further, that if in case of 
inertia, the placenta has separated but is not ex- 
pressed, clots accumulate and blood loss is great. 
He states that many cases are mismanaged at this 
stage. First, it is not recognized that the placenta 
has separated while a perineal repair is being 
carried out. Second, efforts are made to express 
the placenta by pressing the uterus down into the 
pelvis and causing pressure on the uterine veins, 
thus increasing the bleeding. He says no repairs 
should be attempted till the placenta is ex- 
pressed, and he condemns the practice of using 
the uterus as a piston to express the placenta. 
When the uterus changes from a discoid shape to 
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THE MANAGEMENT OF OBSTETRIC EMERGENCIES 


F. L. SCHADE, M.D. 
Worthington, Minnesota 


OWHERE in the entire field of medicine 
can dire emergencies develop as suddenly 
and acutely as in obstetrics. Twenty-five years 
ago there were few specialists in this field. Most 
women were delivered by the family doctor or 
kindly neighbor women. Today, a growing num- 
ber of women in the United States recognize the 
better care provided by physicians especially 
trained in obstetrics, and the demand for mater- 
nity care by specialists is increasing. However, 
the general practitioner today is conducting and, 
I think, always will conduct the vast majority of 
childbirths in the United States. Therefore, the 
management of obstetric emergencies lies in our 
hands as well as in the hands of specialists. 
When we, as practicing physicians, accept the 
responsibility of taking care of a woman through 
her prenatal care and labor, it behooves us to be 
adequately prepared for any emergency that may 
arise. The phrase, “Too little and too late,” ap- 
plies all too often to tragedies occurring in the 
delivery room. 


As many obstetric emergencies involve hemor- 
hage and/or shock and transfusion; and as time 
is such an important factor in these conditions, 
the Rh status of every pregnant woman should 
be determined during the early part of her preg- 
nancy. The pregnant woman’s blood should be 
tested for hemoglobin content, Rh factor, and 
Wassermann reaction, the first time she presents 
herself for prenatal care. If the patient is Rh 
negative, an Rh negative donor in the proper 
group must be found and the name of the donor 
put on her record. Some centers go so far as 
to determine the blood group of each pregnant 
woman. When a woman goes into labor, plasma 
should be on hand to combat shock and hemor- 
rhage while blood is being obtained for transfu- 
sion. 

Let us quickly review the emergencies which 
well may arise! 


Placenta Previa 


This condition occurs in at least one of 300 
obstetric patients. When the placenta is im- 
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planted in the region of the internal os, partial 
detachment with hemorrhage results from the 
tissue realignment incident to formation of the 
lower uterine segment. The initial hemorrhage 
appears at or before the onset of labor, and every 
patient with placenta previa must be considered 
as a candidate for fatal hemorrhage; thus— 


1. A patient with suspected placenta previa 
should be immediately hospitalized. 


2. Her blood should be typed and cross 
matched. 


3. A donor should be selected and ready for 
immediate blood transfusion. 


Cystography in the diagnosis of placenta previa 
was introduced in 1934 by Ude, Weum, and 
Urner, who outlined the soft tissue space between 
fetal presenting part and bladder by filling the 
latter with an opaque medium. The technique 
used is as follows: 


1. Empty bladder with a catheter. 


2. Introduce 40 c.c. of sodium iodide solution 
into bladder, clamp catheter. 


3. Anteroposterior film with tube centered on 
bladder and table tilted, feet down ten. degrees 
from horizontal. 


4. Unclamp catheter, allow bladder to drain. 
Remove catheter. 


The interpretation of the roentgenogram in 
vertex presentation may be difficult, and in breech 
and transverse presentations it is virtually im- 
possible. ; 

Dipple and Brown, in 1940, were able to vis- 
ualize the placenta with a single roentgenogram 
in about 90 per cent of 200 pregnant women by 
using a soft tissue technique. Interpretation and 
x-ray technique requires experience for accuracy. 
The x-ray method represents a distinct advance in 
diagnosis but for accuracy cannot displace sterile 
vaginal examinations. There is only one absolute 
diagnosis of placenta previa—namely, digital pal- 
pation of the placenta through the cervical os. 
When the gloved finger introduced through the 
os cannot feel placenta, the patient does not have 
placenta previa. 

A note of warning! Digital examination must 
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never be performed until the delivery room is 


completely set up*for emergency delivery, since 
palpation of the placenta occasionally produces 
more bleeding. 

Delivery is mandatory after repeated bleeding. 
The method of delivery may be vaginal or abdom- 
inal and the choice of procedure depends largely 
upon the probability of fetal salvage. 

If the fetus is viable, a cesarean section should 
be performed on all cases of complete placenta 
previa. If the placenta previa is marginal or in- 
complete or if the fetus is not viable, one may 
resort to vaginal delivery. Acceptable vaginal 
methods include : 

1. Spontaneous labor with or without rupture 
of membranes. Spontaneous labor may be brought 
about by medical means and artificial rupture of 
membranes. 

2. Scalp traction. Personally | have never re- 
sorted to this means of delivery. 

3. Insertion of a hydrostatic bag. 

4. Braxton-Hicks version. This, of course, 
should never be attempted before full dilation 
of the cervix. 


Except for the spontaneous labor with or with- 
out antecedent rupture of membranes, all these 
methods increase the fetal hazard. 


Premature Separation of the Normally 
Implanted Placenta 


(Ablatio or abruptio placenta) 


These terms are reserved for the separation of 
all or part of the normally implanted placenta oc- 
curring after the twenty-eighth week of gestation 
and prior to the onset of the third stage of labor. 
The incidence of premature separation is vari- 
ously reported between 1 :100 and 1 :500. 


Symptoms.—A moderate amount of vaginal 
bleeding usually associated with pain indicates 
partial placental separation. If the placenta is im- 
planted on the anterior wall of the uterus, there 
is frequently a circumscribed area of uterine 
tenderness. 

Vaginal examination, again under sterile pre- 
cautions, revealing no evidence of placenta previa, 
confirms the diagnosis by exclusion. 


Treatment.—As with placenta previa, the value 
of blood transfusion cannot be overemphasized. 
Even with mild vaginal bleeding, the physician 
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must make preparation even though subsequen 
events render transfusion unnecessary. In ever) 
case, management depends upon the rate of bleed 
ing and the condition of the cervix. Minima 
bleeding requires little or no treatment. Wheii 
bleeding is at a rate demanding delivery for hemo 
stasis, whether we use the abdominal or vagina! 
route depends upon the condition of the cervix 
With an uneffaced, firm and tightly closed cervix, 
cesarean section is mandatory. 

Cervical effacement and partial dilation gen- 
erally motivate vaginal delivery. Artificial rupture 
of the membranes institutes labor and the bleed 
ing is controlled by the contracting uterus. If 
necessary, small doses of pitocin may be admin- 
istered with relative safety. Never give more than 
one minim of pitocin for the initial dose! If these 
measures do not control the bleeding, insertion 
of a Voorhees bag to produce compression on 
a possible low-lying placenta, and the occasional 
employment of an abdominal binder, to raise 
intrauterine pressure to parity with the blood 
pressure, may be beneficial. 


Uteroplacental Apoplexy or the Courvelaire 
Uterus 

This rare accident is too dramatic to omit, al- 
though the average practitioner will probably 
never encounter it. Retroplacental hemorrhage is 
sudden, extensive and forceful, and produces 
acute symptoms of profound shock and board- 
like uterus. The typical boardlike uterus is not 
simulated by any other condition. Immediate ces- 
arean section is the treatment of choice; despite 
known presence of a dead baby. Why cesarean 
without fetal salvage? In this cc dition blood 
infiltrates directly into the uterine muscle, dis- 
sociates the muscle fibers and inhibits uterine con- 
tractility. If the uterus will not respond to oxy- 
tocic drugs, a hysterectomy must be done. 


Postpartum Hemorrhage 

One just cannot discuss obstetric emergencies 
and omit postpartum hemorrhage. As we are 
bringing the toxemias of pregnancy and the 
puerperal infections under control, hemorrhage 
is assuming a relatively more important role in 
maternal mortality. 

It is unfortunate that accumulated experience 
is not as impressive as personal experience and 
that some women must die to make some of us 
“hemorrhage conscious.” 
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The emergency tends to appear at a time the 
attendants are relaxing. The baby is born, the 
labor is all but concluded, when suddenly a des- 
perate fight to save the patient’s life ensues. 

Preparedness and the prompt institution of 
treatment can all but eliminate one of the most 
frequent causes of maternal mortality. Deaths 
irom hemorrhage are largely preventable. 

As a prophylactic measure, especially in hos- 
pitals without blood banks, the routine practice 
of typing all obstetric patients prenatally is recom- 
mended. Also, the Rh status of each obstetrical 
patient should be established and special precau- 
tions taken should the patient be Rh negative. 


Prolapsed Cord 

Prolapse of the cord in vertex presentation is 
usually an indication for immediate delivery, pro- 
vided the child is alive and the cervix is dilated 
enough. This implies six to seven centimeters 
dilation in multigravid and eight to nine in primi- 
gravid women. With dilations less than these, 
hasty extraction of the child usually leads to 
severe cervical lacerations and seldom results in 
a living child. Delivery by forceps is justifiable 
only if the head lies at mid-plane or beluw. With 
higher stations, the procedure of choice may be 
podalic version and extraction. 

If the cord has prolapsed and the proper dila- 
tion has not been obtained, the patient should be 
placed in a deep Trendelenburg’s position and 
closely watched until the cervix is dilated suffi- 
ciently to permit the necessary maneuvers. Re- 
placement of the cord through a partially dilated 
cervix is almost universally unsuccessful and I 
believe should not even be attempted. Prophylactic 
doses of penicillin or one of the sulfa drugs 
should be given to each patient with cord, prolapse 
to prevent ascending infection. 


Prolapse of the cord occurs once in approxi- 


mately 150 deliveries and its occurrence depends 


upon three factors: the presence of*an excessively 
long cord; inadequate filling of the pelvic basin 
by the presenting part ; and ruptured amniotic sac. 


Tetanic Contraction of the Uterus 
Tetanic contraction of the uterus is a possible 
sequel to administration of pituitary extract. Doses 
as small as one minim may produce tetanic con- 
tractions enduring as long as five minutes. Other 
factors, including long or obstructed labors, are 
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operative in causing this condition unless the 
uterus can be relaxed. Two dangers become im- 
minent, rupture of the uterus and asphyxia of the 
child. The time-honored remedy is ether anes- 
thesia. Magnesium ions have a relaxing effect 
and the intramuscular administration of 2 c.c. of 
a 50 per cent aqueous solution of magnesium 
sulfate may be of benefit. 


Band's Ring or Contraction Ring 

The upper active contractile segment of the 
uterus and the lower passive segment are sep- 
parated by a physiologic ring of muscle which 
normally is of little significance. In mechanically 
obstructed labors, the upper segment progressively 
becomes thicker and the lower thinner. This pro- 
duces a gradual elevation of the physiologic ring 
above the symphysis. 

In rare instances pathologic constriction of this 
physiologic ring about the child occurs. In these 
cases a spastic stricture of uterine muscle is pro- 
duced. Diagnosis is made by internal palpation. The 
ring will probably not disappear but may be suf- 
ficiently relaxed to permit delivery following the 
intravenous injection of five minims of 1:1000 
epinephrine solution. Deep ether anesthesia also 
has a relaxing effect. 


Uterine Rupture 

Rupture of the uterus occurs once in 2000 to 
3000 cases and may be incomplete or complete. 
Despite its infrequency, discussion of the acci- 
dent is included because of its dramatic nature 
and potential dangers. 

The fetal mortality approaches 100 per: cent 
and the maternal risk is considerable. 

The principal etiologic factors include: pre- 
vious cesarean section ; previous cervical operation 
or repair; obstructed labor with overdistended 
uterine segment and operative procedures, espe- 
cially internal version. 

The diagnosis of uterine rupture is based upon 
sudden, acute and lancinating pain, with abrupt 
cessation of uterine pain and cessation of labor, 
and the rapid development of hemorrhage and 
profound shock. 

The rupture of a previously intact uterus may 
cause a dire obstetric emergency from shock and 
hemorrhage, and death within the hour unless 
heroic measures are applied. 

Two methods of treatment are current: con- 
servative and radical. Conservative treatment 
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consists of either uterine and vaginal tamponade, 
or laparotomy with suture of the rent. Hysterec- 
tomy represents the radical method of treatment. 
The latter is much preferred and is the generally 
accepted treatment. Its advantages are numerous 
and offers the best chance of recovery for the 
mother. Nowhere in the entire field of medicine is 
there such vital need for rapid mobilization of 
facilities and early administration of plasma and 
blood as in the emergency of acute uterine rupture 
with severe hemorrhage. Sometimes rapid hyster- 
ectomy is demanded despite falling blood pressure. 
Plasma and blood must be given while the opera- 
tion is being performed. 


Inversion of the Uterus 

Inversion of the uterus is a rare obstetric com- 
plication but mention is made here because it 
appears with sufficient frequency to make it nec- 
essary for anyone doing obstetric practice to 
familiarize himself with therapeutic procedures 
for this condition. Reported incidence in various 
parts of this country has ranged between 1 :740 
to 1:16,000 deliveries. 

Attempts to expel the placenta before its separa- 
tion either by pushing front above or by pulling on 
the cord may be a predisposing cause although 
the fundamental etiologic factor is unknown. 

The symptoms are shock and hemorrhage asso- 
ciated with absence of the uterine body from the 
abdominal cavity and its presence in the vagina 
as a rounded tumor, a mass whose upper end is 
constricted by the encircling cervix. 


Active and long-continued shock therapy is al 
important! The immediate replacement of the in 
verted uterus under deep anesthesia has given the 
unfavorable mortality rate of 10 to 43 per ceni 
A few writers have pointed out that this is . 
dangerous and unnecéssary procedure. 

Recent treatment has been to deal with th 
inversion per se at any suitable time after the 
patient is restored to normal health, preferably 
four to twelve weeks following the acute episode. 
The inverted uterus may be left entirely alone 
unless the extent of the bleeding from it is such 
as to require the application of a tight vaginal 
pack. Treatment of the shock is the all-important 
thing. If it is not present, it should be anticipated. 
Multiple blood transfusions may be required not 
only to combat the shock but also to hasten the 
restoration of normal hemoglobin levels. Systemic 
chemotherapy should be instituted at once as a 
prophylactic agent. Local infection should be 
further combated with daily application of local 
antiseptic vaginal packing. After four to six 
weeks in the hospital, the well-involuted uterus 
may then be restored surgically to its normal 
position or removed. 

In conclusion, I wish to place emphasis on being 
prepared for the emergencies that may be expected 
in an obstetrical practice. We, as general prac- 
titioners, conduct the vast majority of childbirths. 
Emergency is a sudden condition—calling for im- 
mediate action, and time is an all-important factor. 
By its very nature, we cannot place the care of 
emergencies in the laps of specialists. 





DOES IT PAY TO WORK HARDER? 


Does it pay to work harder? For the man who earns 
$4,000 above his exemption, it manifestly pays to work 
harder and earn $2,000 more, for Uncle Sam lets him 
keep three dollars out of every additional four that he 
gains by his hustling. The man making $8,000 above 
his exemption will probably feel it worth while to add 
$2,000 to his income, for he is still privileged to keep 
two out of every three added dollars. However, for 
the man having an income of $15,000 above his exemp- 
tions, the worthwhileness of striving to take in another 
$5,000 raises serious questions in his mind, for, in his 
case, the Federal Government takes more than half of 
the added gains. One can hardly expect the man receiv- 
ing $100,000 to be much interested in doubling his in- 
come, for, if he. does, he can only keep for his own 
use one dollar out of every additional seven. 


Obviously, the present income tax law constitutes an 
effective device for preventing the most efficient business 
and professional men from fully utilizing their talents. 
The law acts, therefore, as a damper on production, 
and hence lowers the income of the average citizen. 


In addition, it prevents him from accumulating capital, 
and thus hampers‘ not only his progress, but that of 
the nation as a whole. These are the results which 
advocates of progressive taxation persistently refuse to 
consider. There are none so blind as those who will 
not see! 


Willford I. King, author of “Wealth and Income of the 
People of the U. S.” and Professor Emeritus of Economics 
at New York University. 

rom Insurance Economics Survey, August, 1947. 
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THE GENERAL PROBLEM OF ANESTHESIA IN OBSTETRICS 
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Soa problem of providing anesthesia to women 
in childbirth and of performing the safe de- 
livery of newborn infants is a major responsi- 
bility, especially for the general practitioner. In 
hospitals where obstetric facilities are readily 
available the teamwork between the anesthesiol- 
ogist and the obstetrician simplifies somewhat the 
general problem of handling the parturient mother. 
There are certain factors which should be con- 
sidered in the choice of any general or local 
anesthetic, analgesic or amnesic agent. They are 
as follows: 


1. What is the physiopharmacologic action of 
the agent on both maternal and fetal structures? 

2. What fetal or maternal diseases or abnor- 
malities exist which may alter the selection of 
certain agents? 

3. What agent or agents and method are best 
suited to the emotional and physical status of the 
mother ? 

4. Is the method used one which will afford the 
greatest safety to the mother and the infant ? 


Certain criteria should be present in the choice 
of any agent or method. These agents should 
possess adequate properties to obtund the pains 
of labor without any untoward systemic reac- 
tion. Secondly, the agent should be reasonably 
prompt in its action and should not possess cumu- 
lative effects. Thirdly, effective means of counter- 
acting an overdose or idiosyncrasy to the agent 
should be available. 

It might be pointed out at this time that the 
wisdom or advisability of the attempts to relieve 
the pains of labor totally have been seriously 
questioned by some authorities on this subject. 
De Lee and Greenhill have emphasized repeatedly 
the price that is paid to make childbirth painless. 
Heaton in writing on obstetric anesthesia and 
analgesia commented: “Perhaps, as the psychia- 
trists have suggested the inordinate demand for 
painless childbirth is symptomatic of the anxiety 
and insecurity existing among certain groups in 
our culture today. It is questionable from a psy- 
uy erom the Section on Anesthesiology, Mayo. Clinic, Rochester, 


Read in the symposium on Obstetrics in General Practicé 
at the annual meeting of the Minnesota State Medical Asso-, 
ciation, Duluth, Minnesota, July 1, 1947. 
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chologic standpoint whether the passive role as- 
signed to women in painless childbirth is a de- 
sirable one.” 

Opinions of various investigators with respect 
to the effects of certain agents are occasionally 
controversial, so that the comments made here 
are a composite opinion and not one individual’s 
conviction, 

Many methods of analgesia and anesthesia have 
been proposed but some of these are limited in 
their practical application because they are too 
technical and complex. Continuous caudal anes- 
thesia might be mentioned as an example of a 
highly technical procedure which is very valuable 
but has limited application. In the conduct of 
the average uncomplicated labor and delivery the 
obstetrician and the anesthesiologist, singly or to- 
gether, focus their attention on amnesic, analgesic 
and anesthetic agents which will obtund pain and 
produce at least relative amnesia. In the first 
stage of labor analgesic and amnesic agents are 
usually sufficient. In the second and third stages 
of labor anesthetic agents are required, as a rule. 


First Stage of Labor—Amnesic and 
Analgesic Agents 

At present, scopolamine in conjunction with a 
barbiturate such as pentobarbital sodium is one of 
the most effective combinations. The dose of 
scopolamine is 1/150 or 1/100 grain (0.00043 or 
0.00065 gm.) hypodermically administered when 
labor pains are well established and regular and 
there is effacement and beginning dilatation of 
the cervix. Simultaneously 1% to 3 grains (0.1 
to 0.2 gm.) of pentobarbital sodium are given 
orally. The administration of scopolamine is re- 
peated about one hour after the initial injection. 
Some authorities recommend three dosés of 1/100 
grain (0.00065 gm.) of scopolamine alone sub- 
cutaneously administered at intervals of half an 
hour when labor is established. The duration of 
action of scopolamine is about two hours in the 
dose mentioned. In prolonged labor additional 
amounts of scopolamine may be required at inter- 
vals of two hours. At least one drawback to this 
method is the occasional occurrence of extreme 
excitability and stimulation of the patient, neces- 
sitating constant nursing attention. 
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Another combination of agents which has more 
analgesic effect as well as amnesic action is the 
use of scopolamine, barbiturates and demerol. 
The experience of several investigators has shown 
that the combination of demerol and scopolamine 
causes less fetal respiratory depression than sco- 
polamine and demerol plus a barbiturate. A sug- 
gested regimen with these agents is the hypo- 
dermic injection of 100 mg. of demerol along 
with 1/150 grain (0.00043 gm.) of scopolamine 
when the labor pains are strong and regular. If 
these two agents are not quite sufficient a barbitur- 
ate can be given orally or rectally as a supplement. 
The administration of demerol and scopolamine 
may be repeated at intervals of three to four hours. 

At this point a word should be said about mor- 
phine and pantopon. In general, these opiates 
should not be used within less than two hours 
from the time of delivery, since they cause fetal 
respiratory depression, and when a general an- 
esthetic agent follows in sequence the incidence 
of asphyxia neonatorum is definitely increased. 
This is particularly true when one is dealing with 
premature infants. 

Rectal analgesia should be mentioned because 
it is liked by many obstetricians and is a well- 
accepted method of producing analgesia in labor. 
Ether in oil (65 per cent ether—35 per cent oil), 
the original Gwathmey technique, has been modi- 
fied to include paraldehyde, avertin, chloral hy- 
drate and pentothal sodium as rectal analgesics. 
The use of intravenous anesthesia is not recom- 
mended, as a rule, in labor because of the rapid 
and concentrated action of the agent on both 
fetal and maternal respiration. 

Of the inhalation anesthetic agents for obstetric 
analgesia both the volatile agents, such as ether, 
chloroform and divinyl ether, and gases, such as 
nitrous oxide, ethylene and cyclopropane, are em- 
ployed. Whereas various techniques of adminis- 
tration of these agents have been described, in- 
cluding self-administration, they are usually ad- 
ministered during the second stage of labor when 
anesthesia rather than analgesia is required. 


Analgesia and Anesthesia in the Second 
and Third Stages of Labor 
Multiparous women give birth frequently spon- 
taneously without the addition of any agent other 
than the basal analgesia supplied. In most cases, 
however, some form of general anesthesia or re- 
gional anesthesia is required. Time-honored drop 
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ether and chloroform are used extensively, pa: 

ticularly in deliveries at home. In hospitals whe: 
the assistance of an anesthesiologist is availab), 
many combinations of agents may be used. Du: 

ing delivery when the presenting part distends the 
perineum the depth of general anesthesia should 
be carried to plane 1 or 2 of the third or surgic:l 
stage of anesthesia. Uterine contractions are not 
abolished at this level of anesthesia but such pro- 
cedures as episiotomy and application of forceps 
can be done without pain to the patient. Nitrous 
oxide will usually require the addition of ether 
vapor to provide safe anesthesia in the second and 
third stages of labor. One should avoid using any 
concentrations of nitrous oxide greater than 80 
per cent along with 20 per cent oxygen. Cyclo- 
propane and ethylene are best suited for the ter- 
minal stages of labor and should be administered 
carefully by the closed technique. 


‘Regional Anesthesia 


Many procedures have been and are being 
used, including pudendal block, transsacral block, 
paravertebral block, caudal block, local infiltra- 
tion and low spinai anesthesia. Certain techniques 
require specific training, skill and experience ; oth- 
ers, such as local infiltration and pudendal nerve 
block require minimal specialized technique. Tuck- 
er and Benaron, Cleland, Lull and Hingson, 
Lundy and Tovell and others have described their 
techniques, and the merits of these techniques are 
well established. For example, pudendal nerve 
block is a successful type of block anesthesia for 
many obstetric operations, including spontaneous 
delivery, low forceps application, episiotomy and 
perineorrhaphy. The contribution of Hingson and 
his associates has shown that the continuous cau- 
dal method has a definite place in obstetric an- 
esthesia. It should be performed only by those 
persons familiar and sufficiently trained in re- 
gional anesthesia to know the indications and con- 
traindications to this method. Caudal anesthesia 
is applicable chiefly to hospitalized patients. Low 
spinal or saddle anesthesia with hyperbaric solu- 
tions is becoming more and more widely used. 
Any one of several local anesthestic agents may 
be used; for example, procaine hydrochloride or 
pontocaine hydrochloride. If procaine hydro- 
chloride is used 50 to 75 mg. are dissolved in 
2 c.c. of 10 per cent solution of dextrose. After 
a lumbar puncture at the level of the third and 
fourth lumbar interspace, this mixture is diluted 
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with an equal volume of spinal fluid and injected 
slowly. The injection is made with the patient 
in the sitting position. Anesthesia is established 
quickly and lasts for one to one and a half hours. 
Postpartum bleeding is diminished and the babies 
have little, if any, respiratory or circulatory de- 
pression, 


Cesarean Section 

Cesarean section presents a difficult problem 
as far as the choice of anesthesia is concerned. 
What may be best for the mother may not be 
best for the fetus. Prolonged general anesthesia 
leads to marked fetal respiratory depression and 
often to death of the fetus. Improperly controlled 
spinal anesthesia has led to disastrous results. 
Local infiltration or block anesthesia of the lower 
abdominal wall in combination with inhalation 
anesthesia‘ or intravenous anesthesia at the time 
the uterus is opened has been advocated by many 
If the timing of the general anesthetic 
agent is correct, little, 
unborn child occurs. 


authors. 
if any, depression of the 
The objection to this proce- 
dure by the mother is the main obstacle. 

Hingson has advocated continuous caudal an- 
esthesia utilizing posture to advance the anes- 
thesia high enough to permit incision of the ab- 
dominal wall above the umbilicus. The continuous 
spinal technique has offered another method of 
anesthesia which, if performed carefully, will 
permit safe and satisfactory results for the mother 
and child. There is usually less loss of blood in 
cesarean section with local, caudal or continuous 
spinal anesthesia than with inhalation anesthesia. 
Of the inhalation anesthetics, if they alone are 
used, cyclopropane is best as far as the baby is 
concerned but resuscitation procedures are much 
more common in these cases than with regional 
methods or combinations of regional and general 
methods. 


Anesthesia in Complications of Pregnancy 


Several outstanding complications are note- 
worthy ; namely, (1) hypertensive cardiac disease, 
(2) nephritis, (3) pre-eclampsia and eclampsia, 
(4) pernicious anemia, (5) leukemia, and (6) 
other blood dyscrasias, including hemorrhagic 
diathesis. In the presence of these complications 
local or regional anesthesia is to be preferred to 
general anesthesia, particularly with ether, chloro- 
form or avertin. 
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Conclusions 


If I may quote from an anonymous editorial :* 

“The obtundation of pain and discomfort inci- 
dental to parturition must necessarily occupy 
secondary role in most obstetricial deliveries. It 
does not follow, however, that the pains during 
labor and delivery usually do not belong in the 
same category as pain associated with disease or 
that caused by surgical operation. Labor is not a 
disease, and expulsion of the fetus is not always 
a surgical operation. They usually constitute a 
physiologic process. 

“The medical profession and its scientific allies 
have not ignored the pangs of the parturient. In 
fact efforts have been so generous at times that 
pain relief seems to be exalted from its secondary 
role in obstetrics to a place equalling the more 
essential functions of the accouchement. 

“During all the anesthesia years every new 
drug or method introduced to facilitate surgery or 
allay pain has found its way into obstetric prac- 
tice. The use of ether and chloroform during 
childbirth had a formidable place in early con- 
troversies surrounding the acceptance of anes- 
thesia but the drugs have played an important role 
in obstetrics since. The lay press and non-medical 
benefactors formulated and expressed opinions on 
the merits of the early pain-relieving procedures. 
They have followed through with similar jour- 
nalistic efforts with the advent of every new de- 
parture. Not infrequently obstetricians have re- 
sented the publicity and particularly the inac- 
curacies published for public edification. Their 
remonstrances have led the modern accredited 
press to more conducive reporting based upon 
statements that may claim authority. However, 
enthusiasm may often obscure the acumen of the 
physician as well as the journalist.” 

It should be our aim to make pain of the par- 
turient as easy as possible, constantly keeping in 
mind the safety of the newborn and the mother. 
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MEDICAL THERAPY IN ULCERATIVE COLITIS 
P. G. BOMAN, M.D. 


Duluth, Minnesota 


HE term ulcerative colitis has been used in 

connection with a variety of lesions of the 
colon characterized by inflammation and ulcera- 
tion. Many writers’®*°** do not attempt to clas- 
sify or to differentiate these conditions except 
along general lines, but Bargen and associates*** 
have long contended that only by classifying them 
according to etiology can we properly understand 
and treat these situations. It is obvious that an 
etiological basis can be found and demonstrated 
in many cases of ulcerative colitis, i.e., those due 
to tuberculous, amebic, bacillary and venereal 
lymphogranulomatous infections. 


There is considerable uncertainty about the 
largest group which Bargen has classified under 
the term, “streptococcic ulcerative colitis” and 
which he differentiates from the regional colitis 
and the colitis of unknown origin. Others classify 
these conditions under one heading, contending 
that they are different manifestations of the same 
disease. Kiefer and Jordan’® have defined this 
type as “a chronic disease of unknown etiology 
in which there is a diffuse inflammatory reaction 
involving all coats of the colon and rectum, either 
as a whole or as a part—subject to unexplainable 
remissions and exacerbations—and complicated by 
varying degrees of sepsis, ulcerations and necrosis 
of the mucosa which often results in extensive 
fibrosis of the intestinal wall.” Bockus® defines it 
as “a clinical syndrome ushered in with a suppura- 
tive, ulcerative inflammation of the colonic mucosa 
with or without a recognizable initial specific 
bowel infection, but associated with a bacterial or 
toxic invasion of the bowel wall, conditioned by 
varying immunologic, allergic, nutritional and 
nervous phenomena.” It seems obvious that no 
single etiologic agent obtains and that various 
factors enter in. Influence of nutritional and emo- 
tional states*® and allergic manifestations** must 
be given consideration along with infectious and 
toxic factors. The one consistent and constant fact 
about this type is that the reaction in the wall of 
the bowel, viewed through the proctosigmoido- 
~ From the Department of Internal Medicine, the Duluth Clinic, 
= pay on Gastrointestinal Ulcerative Diseases at 
the annual meeting of the Minnesota State Medical Association, 


Duluth, Minnesota, June 30, 1947. 
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scope or demonstrated by the roentgenogram, is 
characteristically diagnostic and not usually con 
fused with other clinical conditions. The lesions 
begin in the most distal portion of the rectum and 
progress upward. Whether a small part of the 
colon or the entire colon is involved, the lesions 
are continuous, uninterrupted and affect the entire 
wall of the bowel. In the early stages the mucosa 
presents a diffuse congestion and edema with tiny 
submucosal hemorrhages. In the chronic stages 
the mucosa has a dull red appearance with a rough 
granular surface which bleeds with the slightest 
trauma. Necrosis, ulceration and sloughing of the 
mucosa are only seen in the most severe forms. 
Anal and peri-anal lesions are common complica- 
tions and polypoid changes in the mucosa are late 
sequelae. Malignant changes undoubtedly take 
place in some of these. Adenocarcinoma of the 
bowel has been reported by Kiefer and Jordan’ 
in 7 per cent of chronic cases of ulcerative colitis. 
Polypoid changes probably different from the 
usual colonic polyps had developed in these cases. 
The relationship of real polyps to carcinoma is 
well known. ; 


Because of the extensive involvement of the 
wall of the bowel, the roentgen picture is charac- 
teristic, especially in the chronic form. There is 
a narrowing of the lumen, loss of haustral mark- 
ings and a shortening of the colon, giving it in 
the later stages the appearance of a smooth tube. 
In the early and mild cases where the disease is 
limited to the rectum, the roentgen findings may be 
normal. 


The clinical manifestations are extremely vari- 
able, depending upon the stage of the disease and 
the extent of the involvement of the colon. In the 
mild cases with involvement of the rectum or 
rectosigmoid, general systemic symptoms may be 
mild or absent. There may be normal bowel 
movements with additional purulent bloody dis- 
charges occurring two to three times a day. As 
the disease progresses, the rectal discharges in- 
crease until diarrhea results and, correspondingly, 
general systemic effects become apparent. In the 
severe fulminating form the disease progresses 
rapidly, with severe local and systemic effects. 
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There may be high fever, frequent bloody dis- 
charges from the rectum, great prostration and 
rapid decline. The disease may progress slowly 
or remain latent for long periods, only to be- 
come active again. Often the insidious form 
may become fulminating following some inter- 
current infection or emotional disturbance. 


Regional ulcerative colitis and ulcerative colitis 
of unknown origin are considered by Bargen? as 
being separate and distinct from the streptococcic 
variety. Others® feel that they are atypical mani- 
festations of the same disease. In the regional type 
any part of the colon may be involved, ranging 
from 6 to 12 inches in length and with normal 
adjacent bowel. The disease may be acute or 
chronic, occasionally fulminating in character. 
The symptoms will vary according to the severity 
and chronicity of the disease. There is usually 
diarrhea which may be mild or moderately severe 
and is often preceded by abdominal cramps or pain 
localized in the lower abdomen, more often in 
the lower right quadrant of the abdomen. The 
cramps and pain are usually relieved by evacua- 
tion of the bowel. The stools are as a rule mushy, 
liquid or mucoid in character and may or may 
not contain blood. Gross hemorrhage, while rare, 
may occur. General manifestations are generally 
apparent and at times are more severe than those 
seen in the average diffuse type. In the more 
severe cases they are characterized by fever, weight 
loss, anemia and occasionally by ocular, joint and 
cardiac complications. The etiology is obscure and 
may well be similar to that of the generalized 
form of chronic ulcerative colitis. The diagnosis 
depends on the clinical picture, characteristic 
roentgen findings, and the absence of a specific 
etiological factor. 


Amebic ulcerative colitis caused by the Enda- 
moeba histolytica involves primarily the cecum 
and the flexures of the colon although the entire 
bowel may be involved, in which case the lesions 
are visible through the proctoscope: They present 
a characteristic picture of punched-out areas with 
raised margins surrounded by a hyperemia and 
covered by mucus. Between the ulcers the mucosa 
appears normal. The involvement is mainly in 
the mucosa and not in the wall of the bowel. While 
the symptoms as a rule are mild and general sys- 
temic effects are not noted, severe manifestations 
may be observed. Bleeding occurs relatively late 
in the disease instead of being present as one of 
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the early symptoms. The roentgen findings are 
usually characteristic and a great help in the 
diagnosis. Early in the disease there may be some 
narrowing and irritability of the cecum and as- 
cending colon. Later the cecum becomes coned 
or narrowed and irregular narrowing may be 
noted in the entire ascending colon, differing from 
the smooth diffuse narrowing encountered in the 
streptococcic type. The demonstration of the En- 
damoeba histolytica in motile or cyst form will 
confirm the diagnosis. 


Ulcerative colitis due to the virus of venereal 
lymphogranuloma involves the distal portion of 
the colon and the rectum. The disease attacks the 
entire wall as well as the mucosa and the lymphatics 
around the bowel, producing a rather stiff, thick- 
ened tube. Multiple small sinuses from the mucosa 
to the deeper structures may result. Symptoms are 
minimal and complaints concern mainly, rectal dis- 
comfort. The diagnosis is made from the procto- 
scopic appearance, the history of previous venereal 
infection and the positive Frei test. 


Chronic bacillary infection of the intestinal 
tract may produce ulcerative lesions. The lesions 
are regular as to size and shape and are dis- 
seminated. While the roentgen findings may be 
characteristic, the diagnosis depends on positive 
stool cultures or positive agglutination tests. Spe- 
cialized technique employed by experienced labo- 
ratory personnel is essential in making these stool 
cultures if reliable results are to be obtained. The 
agglutination tests may be unreliable because of 
antigenic variants. 


Tuberculous ulcerative colitis, while usually as- 
sociated with tuberculous disease in the small 
bowel, may occur as a primary entity. It is us- 
ually secondary to tuberculosis of the lungs or 
tuberculosis in some other part of the body. The 
ulcers are distributed irregularly and are asso- 
ciated with lesions visible on the serous surfaces 
of the bowel and with miliary tubercles. The 
disease progresses from the ileum downward and 
involves most frequently the proximal portion of 
the colon. Seldom are the lesions visible through 
the proctoscope, and one must rely on the roentgen 
evidence to make the diagnosis. 


While it is not generally accepted that intes- 
tinal allergy is a primary factor in the develop- 
ment of true ulcerative colitis, Rowe’ believes 
that chronic ulcerative colitis may be caused by 
severe allergic reactivity in the colonic mucosa 
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similar to that responsible for atopic dermatitis. 
Ulceration, fibrosis, scar tissue formation and 
bowel perforation may arise from superimposed 
secondary infections from various bowel bacteria. 
Bargen is of the opinion that intestinal allergy 
should be considered as a condition quite apart 
from ulcerative colitis. He states that it may 
play a part in many ulcerative intestinal inflam- 
mations, but that it is not necessarily causative 
in any of them. 


The proper medical management depends on 
classifying the various types of ulcerative colitis 
from the standpoint of etiology and on a careful 
differential diagnosis. While it is doubtful that 
any medical regime can bring about a permanent 
cure of this disease, much can be done to pro- 
mote a remission or an arrest of the active dis- 
ease. If organic changes, such as fibrosis and 
scarring, have occurred, these are as a rule per- 
manent and irreversible, and surgical treatment 
may be indicated. However, under these condi- 
tions, medical management may produce improve- 
ment in bowel function and in the general health 
of the patient as the active phase of the disease 
is arrested. 

Medical management might well be divided into 
(1) general supportive measures and symptomatic 
relief, and (2) the use of specific measures best 
suited to the individual case. In the idiopathic 
or streptococcic type of ulcerative colitis, rest plays 
an important part. In mild cases rest in bed may 
not be necessary. However, in the more severe 
cases total body rest is indicated. Increasing 
recognition of the role played by mental and emo- 
tional stress as the precipitating or aggravating 
factor merits our attention.**® Due consideration 
should be given to this factor and attempts should 
be made to eliminate it as far as possible. Often- 
times psychiatric approach and treatment may be 
necessary. In many instances, assurance and the 
use of simple sedation will be sufficient. 

Likewise, rest for the colon in the form of re- 
lieving intestinal peristalsis should be secured; 
this can best be obtained by the selection of a 
proper low-residue diet, the use of adsorptive 
powders, such as bismuth and kaolin, the use of 
antispasmodics and, at times, opium and its deriva- 
tives. 

Dietary considerations are important both from 
the standpoint of preventing irritation in the lower 
bowel as well as that of correcting malnutrition. 
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The diet should be high in calories, proteins and 
vitamins and low in residue. The amount and type 
of food will depend upon the patient’s ability 
to tolerate it. It may be necessary to begin with 
small feedings, increasing the food intake cau- 
tiously until an optimum amount can be taken. 
Supplemental vitamin administration is indicated 
in nearly all cases. In the more severe and ful 
minating cases, if malnutrition and hypoprotein- 
emia are present, whole blood, plasma and intra- 
venous amino acids are indicated. When allergic 
manifestations or deficiency states are present, 
special consideration must be given to these fac 
tors. 

As anemia is almost invariably present and in 
many instances may be severe, this must receive 
careful attention. The more severe anemias must 
be treated by blood transfusions, using a series of 
small transfusions rather than a few of larger 
amounts. Iron should be given in minimal amounts 
and administered with caution because of the ir- 
ritating effect often produced on the intestines. 


Chemotherapy in ulcerative colitis has shown 
varying results. Many optimistic reports on its 
use have been noted, especially in the acute and 
septic phases, but often it has proven of little or 
no demonstrable value. While there does not ap- 
pear to be any specific effect upon the primary 
cause of the disease, there is undoubtedly consider- 
able value in the control and prevention of sec- 
ondary bacterial invasion. Various drugs of the 
sulfonamide series, such as azosulfamide (neo- 
prontosil), succinlysulfathiazole (sulfasuxidine), 
sulfaguanidine, sulfathaladine, nisulfadine and ni- 
sulfazole have been used with varying success. 
Azosulfamide and succinlysulfathiazole have re- 
ceived the most favorable mention.? In the acute 
septic cases a more absorbable form, such as sulfa- 
diazine, may be indicated. Average amounts may 
range from 50 to 100 grains daily, given in divided 
doses. Careful consideration must be given to the 
reaction of the individual patient and the admin- 
istration governed accordingly. 


Penicillin and streptomycin have shown promise 
in certain cases, especially when used in the acute 
cases.''’*!° However, they have not been given 
adequate trial to fully evaluate them. It seems 
probable that their effect will be similar to that 
of the sulfonamides. Bargen has long been an ad- 
vocate of the use of antistreptococcus vaccine and 
feels that it is of distinct value in prolonging re- 
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ULCERATIVE COLITIS—BOMAN 


missions and in preventing recurrences. Fever 
therapy produced by the intravenous administra- 
tion of typhoid vaccine has been used in the 
chronic form with results comparable to those 
obtained with other forms of medical therapy.’ 

Recently A. Morton Gill® of London has re- 
ported on the use of a preparation extracted from 
the mucosa of the small intestines of pigs. While 
the results were encouraging, further study is 
necessary to evaluate this form of therapy. 

There has been considerable difference of opin- 
ion as to the use of surgical measures in non- 
specific or streptococcic ulcerative colitis. Bargen 
believes that this form of therapy should be re- 
served for complications and for use in certain 
patients who do not react favorably to a careful 
medical regime. In his experience the mortality, 
especially in the acute severe cases, has been lower 
under medical management than where surgery 
has been employed. Kiefer and Jordan and asso- 
ciates believe that well directed and aggressive 
surgical measures will save many lives, especially 
in the acute septic cases, and that it will also 
rehabilitate chronic colitis invalids. They state 
that total colectomy can be called the only actual 
cure of ulcerative colitis now available. 

Ileostomy, which is employed to place the colon 
at rest, seems indicated in acute febrile cases as 
an emergency measure where medical management 
has failed, in impending perforation and in in- 
stances of gross hemorrhage. The mortality in 
these cases will be high, especially if it is done as 
a last resort. If the procedure is carried out early 
before the patient’s resistance has become ‘too 
low, the mortality is reduced.’® In the chronic 
cases where recurrences are frequent and severe 
and where complications are developing, ileostomy 
should be considered. It is seldom that an ileos- 
tomy is of a temporary nature and must be con- 
sidered as a permanent measure or as preliminary 
to complete colectomy. Partial or complete colec- 
tomy will in certain instances restore chronic 
invalids to a useful existence. Considered judg- 
ment and surgical skill are necessary to obtain a 
low mortality. 

In regional ulcerative colitis, medical manage- 
ment of the type described above may bring about 
remissions and apparent cure. However, it is 
largely confined to the problem of rehabilitation 
for future surgical treatment. Because of the 
high incidence of recurrence and the unpredictable 
manner in which this disease behaves, radical sur- 
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gical excision is the treatment of choice. This 
should only be carried out after a careful and 
proper rehabilitation of the patient and the reduc- 
tion of infection to a minimum. 

In amebic ulcerative colitis, a combination of 
general supportive measures and the administra- 
tion of suitable preparation of ipecac, arsenic and 
iodine will usually control or cure the disease. 
Continued observation of the patient with exami- 
nation of the stools is necessary in order to ascer- 
tain whether the treatment has been effective. The 
drugs usually used are emetine hydrochloride, car- 
barsone, diodoquin and chiniofon. 

In the chronic bacillary type of colitis, the sul- 
fonamide preparations, particularly sulfadiazine, 
succinylsulfathiazole and sulfaguanidine, have 
given very satisfactory results. In the acute stages 
sulfadiazine alone or in conjunction with succinyl- 
sulfathiazole or sulfaguanidine should be used. In 
the more severe chronic cases sulfaguanidine given 
in large doses has been most effective. 

In ulcerative colitis due to the virus of venereal 
lymphogranuloma, chemotherapy, especially the 
sulfonamide compounds, has proven of the great- 
est value. Here again succinylsulfathiazole and 
sulfaguanidine appear to be the most useful be- 
cause of their lack of toxicity and because of 
the minimal systemic absorption. 

In tuberculous ulcerative colitis, the newer 
forms of chemotherapy, especially streptomycin 
and some of the newer sulfonamide compounds, 
undoubtedly will prove of great value in the man- 
agement of this disease. This must be supple- 
mented with adequate care in a sanatorium with 
all of the known therapeutic measures usually 
used in the treatment of tuberculosis. 


Summary 

1. Ulcerative colitis is a disease of known and 
unknown etiologies characterized by specific 
changes in the colon and influenced by various 
infectious, toxic, allergic, nutritional and neuro- 
genic factors. 

2. Classification according to etiology is neces- 
sary to properly understand and treat this disease. 

3. Medical management is dependent on a 
careful differential diagnosis and the proper ap- 
plication of known effective theraputic measures. 

4. Surgical measures complementing medical 
management are indicated in severe, intractable 
cases and in the presence of complications. 


(Continued on Page 964) 
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MEDICAL TREATMENT OF PEPTIC ULCER 


J. ALLEN WILSON, M.D., Ph.D. 
Saint Paul, Minnesota 


N considering the medical treatment of peptic 

ulcer, the treatment of the patient and his 
problems, conflicts and habits is fully as impor- 
tant as the treatment directed at the ulcer. Bock- 
us’ has emphasized that the mental conflicts and 
anxieties common to all of us contribute to the 
development, chronicity, and recurrences of pep- 
tic ulcer. Business or financial worries, marital 
incompatibility and domestic unhappiness are 
common factors. 


We all know how the stresses of this last war 
caused a tremendous increase in the incidence of 
ulcer. One authentic striking example occurred 
in the crew of an American submarine which was 
submerged and under heavy depth charging by a 
Japanese destroyer squadron for forty-eight 
hours. When that submarine finally limped into 
port, 40 per cent of the crew had developed severe 
gastrointestinal syndromes and 14 per cent of the 
crew were found to have definite peptic ulcers. 

Many a patient first notices ulcer symptoms 
after vainly trying to perform the duties of a job 
for which he is not suited or qualified. The treat- 
ment of those patients includes an effort by the 
physician or psychiatrist to help remove the nerv- 
ous tension or conflict. Where domestic unhap- 
piness exists, the patient should be removed from 
that environment to a hospital for the first part of 
his treatment. A talk with the patient’s employer 
may straighten out the worry about his job. Get- 
ting the patient to take a much needed vacation or 
to go off on fishing or hunting trips or to develop 
a hobby are all means of helping the nervous 
background for ulcer. Encouraging the patient to 
develop regular hours of eating and sleeping and 
to eat slowly are all important parts of treatment. 
Excessive use of alcohol and tobacco must be 
stopped, and there is no doubt that complete absti- 
nence from both agents is essential in the ma- 
jority of patients. In this country we rarely see 
deficiencies of diet or of vitamins playing a role in 
ulcer development or recurrence. 

In treatment directed toward the peptic ulcer 
itself, what are some of the factors required to 
produce healing ? 





Read in Symposium on Gastrointestinal Ulcerative Diseases at 
the annual meeting of the Minnesota State Medical Association, 
Duluth, Minnesota, June 30, 1947. 
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1. The motor and secretory activity or work 
of the stomach must be reduced. Physical inac- 
tivity of the patient reduces his appetite and sub- 
sequent hunger contractions. A bland diet with- 
out stimulating meats or irritating foods reduces 
the chemical and hormonal phase of gastric se- 
cretion. Vagus depressants and central nervous 
system sedatives help also to modify motor and 
secretory activity. 

2. Bed rest, preferably in a hospital, for the 
first three weeks of an ulcer management un- 
doubtedly helps all ulcer patients to make a good 
start on healing the ulcer and in educating them 
to their medical regime. Hospitalization is abso- 
lutely essential in patients with intractable pain, 
or with bleeding, obstruction or symptoms sug- 
gesting early penetration or possible perforation 
of the ulcer. Actually, however, I find that in 
office practice, especially now when hospital beds 
are extremely difficult to obtain without a consid- 
erable delay, that probably not more than 10 to 
15 per cent of ulcer patients urgently need to be 
hospitalized. A satisfactory ambulatory medical 
regime can be very effective in the majority of 
uncomplicated duodenal ulcers or small gastric 
ulcers of the lesser curvature. 

3. Diet is of great importance in the healing of 
an ulcer. It should consist of frequent small feed- 
ings of milk and cream, or other bland feedings, 
avoiding regular sized meals at first in order to 
avoid gastric distention with its increased secre- 
tion of acid gastric juice. The addition of cream 
to the milk adds calories and inhibits the secretion 
of acid, as well as tending to hold the mixture in 
the stomach long enough to allow neutralization 
to take place. I usually have the patient take 3 
ounces of two-thirds milk and one-third cream 
each hour between meals, carrying a thermos bot- 
tle to work with him if he is on an ambulatory 
regime. No milk or food is to be used after 7 :00 
P.M. in order to cut down the continued secretion 
of acid gastric juice after bedtime. In an uncom- 
plicated ulcer, on an ambulatory schedule, I allow 
three bland meals, in addition to milk and cream, 
insisting that the evening meal be the smallest of 
the three in volume, again in an effort to reduce 
continued secretion through the night, and thus to 
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reduce night pain. I believe it is bad practice to 
allow milk at bedtime. Chicken, fish or tender 
lamb or beef may be allowed at the noon meal, 
but not in the evening. In hospitalized patients, 
where there is a suspicion or definite evidence of 
obstruction, one must, of course, be much slower 
to add regular meals or to increase the bulk of 
food intake until obstruction due to spasm and 
edema has been relieved or until it has been estab- 
lished that there is an organic obstruction. In 
rare instances, where an ulcer patient is allergic 
to milk, one can often use evaporated milk, jun- 
ket, milk with lime water added, powdered skim 
milk, or protein hydrolysates. Goats’ milk or soy 
bean milk at times can be helpful. If none of 
these are helpful, one must then depend on a 
two-hourly schedule of feedings with cooked ce- 
real, egg, gelatin, soups with flour thickening, et 
cetera. ’ 

4. There is much divergence of opinion as to 
the need for antacids in the management of the 
uncomplicated ulcer, yet almost all recognized au- 
thorities use some form of antacid in ulcers com- 
plicated by severe pain, obstruction or hemor- 
rhage. Many writers feel that hourly feedings of 
milk without antacids are as effective in produc- 
ing symptomatic relief and ulcer healing as the 
Sippy method of complete neutralization. Hollan- 
der® found that peptic activity ceases at a pH of 
4.5 to 5; yet complete neutralization requires an 
elevation of pH to 7. He felt that the acid-peptic 
factor is the important one in ulcer genesis and 
healing—not just free acid alone. However, it is 
this speaker’s experience that pain, especially 
night pain, will disappear sooner, and healing will 
begin more rapidly, and that bleeding will stop 
more promptly, if an antacid is used on an hourly 
schedule throughout the day (halfway between 
milk feedings) and at half-hourly intervals after 
7:00 p.m. (when all milk is stopped) until bed- 
time. In hospitalized patients, if night pain is 
persistent, the stomach is emptied at 9:30 P.M. 
and antacid is given at hourly intervals until mid- 
night and at two-hour intervals throughout the 
night for the first few nights until the pain dis- 
appears. The antacid used has been a colloidal 
suspension of aluminum hydroxide alone or with 
magnesium trisilicate added. Tests of patient’s 
gastric contents at various times of the day have 
shown that free acid is very low or absent when 
3 ounces of milk and cream are used on the hour 
and 2 teaspoonfuls of colloidal aluminum hydrox- 
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ide are taken on the half hour. On an ambulatory 
regime I allow patients to use tablets of aluminum 
hydroxide, which can be easily taken at work. 
Milk of magnesia may be required once or twice 
daily to prevent constipation. Soluble alkalies are 
now rarely justified because of the danger of al- 
kalosis, which is not found with aluminum hy- 
droxide or aluminum phosphate. Occasionally 
aluminum hydroxide has been found to combine 
with a large mass of blood clots to cause bowel 
obstruction during a hemorrhage, though this is, 
fortunately, very rare. I have never observed 
such a complication. 

5. Tincture of belladonna or atropine given at 
four- to six-hour intervals will be of considerable 
help in relieving intractable pain and reducing 
spastic obstruction to emptying of the stomach. 
In the latter cases, atropine should be given by 
hypodermic. In ambulatory patients, tincture of 
belladonna, with sodium bromide or phenobar- 
bital or pavatrine tablets containing phenobarbital 
are very: helpful in the ulcer management. At- 
ropine, belladonna and pavatrine, whereas not as 
effective as vagus resection, at least do put a 
strong brake on vagus action. The bromide or 
phenobarbital helps to slow down and relax the 
tense, driving individual with whom we usually 
have to deal. In the early stages of an ulcer diet, 
especially when milk and cream alone may be 
used, vitamins B and C are advisable. Ferrous 
sulphate should be added .if the hemoglobin is 
low, for an ulcer diet is poor in iron. 

There are various procedures which may be of 
considerable aid in the medical treatment of pep- 
tic ulcer. Gastric aspirations at bedtime, probably 
by means of an Ewald tube, are of great help in 
determining the presence of clinical gastric reten- 
tion. If such evening aspirations done at 9:30 
P.M. with no milk or water intake after 7:00 P.M. 
yield much more than 200 c.c. of gastric contents 
night after night for two weeks, with no gradual 
decrease in the amount aspirated, one may be 
quite sure he is dealing with organic pyloric ob- 
struction and the patient should be referred for 
operation. However, if the evening aspirated gas- 
tric contents increase gradually under treatment 
from 800 to 1,000 c.c. down to less than 200 c.c., 
one may be sure the retention has been due to 
spasm and edema at or near the pylorus. Contin- 
uous aspiration of the night secretion of the stom- 
ach through a nasal tube may be helpful in ques- 
tionable cases. Sandweiss et al*® have shown that 
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after a well-balanced meal, taken at 6:00 P.m., an 
average amount of 446 c.c. of gastric juice was 
obtained on continuous suction from 12:00 mid- 
night to 7:00 a.M. in normal persons and in un- 
complicated duodenal ulcer cases. In ulcers, ac- 
companied by pyloric obstruction, the amount is 
much greater. Jejunal feedings, by means of a 
nasal tube which has been passed through the py- 
lorus into the small bowel, may rarely be needed 
to reduce pyloroduodenal motility in cases of in- 
tractable pain. The gastric acidity can be con- 
trolled by continuous suction through another 
tube introduced into the stomach, or by using 
small hourly oral doses of aluminum hydroxide. 
Continuous nasal drip of alkalinized milk or of 
aluminum hydroxide has been recommended espe- 
cially for bleeding ulcers. This has the advantage 
of continuous protection of the ulcer from acid 
but is irritating to the patient and thus may 
cause more harm than good, as a result of vagus 
effects on the stomach. 


In the past twenty years innumerable other 
agents and regimes have been suggested and tried 
and usually found ineffective or inferior to the 
acid neutralization method. Gastric mucin was 
discarded because it had little neutralizing power 


for acid and was difficult to administer. Innu- 
merable substances for parenteral injection have 
been introduced including aolan B. prodigiosus, 
lipoproteins with emetine, and many vaccines. It 
has been shown that almost any form of protein 
shock may ameliorate the symptoms of ulcer but 
have no effect on the healing of the ulcer. Histi- 
dine injections have had wide usage and popular- 
ity in many quarters. The writer, in 1938-39, 
studied a_series of eighteen duodenal and gastric 
ulcer patients who were given full courses of in- 
jections of histidine (Larostidin). Many of the 
patients reported considerable relief of pain but 
in not one patient were the x-ray findings of an 
active ulcer (with crater) improved at the end of 
the course of treatment. Bockus' states: “I know 
of no scientific basis for the use of histidine par- 
enterally in ulcer therapy.” He also found no 
clinical justification for its use in these cases. 
Deep x-ray has also been used in ulcer therapy 
but has dangerous side effects and its only value 
would seem to be in intractable duodenal ulcer 
and some cases of jejunal ulcer, where the tem- 
porary achlorhydria has been helpful. 


Two other newer adjuncts in the treatment of 
peptic ulcer may be briefly described. Greengard, 
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Atkinson, Grossman and Ivy* have reported that 
parenterally administered enterogastrone, a highly 
purified mucosal extract of the first few feet of 
the small bowel of the hog, has an inhibitory effeci 
on gastric secretion. It has protected Mann-Wil 
liamson dogs from death or ulcer recurrence, 
often for one to five years after cessation of ulcer 
management and the authors have now confirmed 
the beneficial effect on fifty-eight human ulcer pa- 
tients. The material is effective only on parenter- 
al injection and was administered three to six 
times weekly for a year. This method as yet is 
still in the experimental phase, and it is unlikely 
that enterogastrone will ever become a widely 
used adjunct in the treatment of peptic ulcer, 
though it may find limited use. 

The second newer adjunct in ulcer treatment is 
the use of protein hydrolysates. Reports by Co 
Tui et al? in 1945, and by Kimble’ and Hodges’ 
in 1947 have pointed out the value of protein 
hydrolysates obtained from milk or beef in sup- 
plying a concentrated easily assimilable food for 
frequent-feeding schedules which correct the pro- 
tein deficiency which has been found to exist in 
the blood of many ulcer patients. Solutions of 
these protolysates can be given intravenously, by 
continuous intragastric drip, or by hourly or two- 
hourly feedings (alone or alternating with a 
standard milk-cream feeding. The use of amino 
acids in the treatment of ulcers was first sug- 
gested by Levy and Siler.* Co Tui found ulcer 
craters disappeared (by x-ray) in from ten to 
thirty days. Recurrences of the ulcer promptly 
occurred if no further dietary regime was fol- 
lowed. Kimble found the average serum proteins 
before nine days of treatment was 5.3 gms. per 
cent and increased after treatment to 6.2 grams 
per cent. In nine of fifteen cases, x-ray evidence 
of ulcer disappeared after an average of nine 
days of treatment. These patients were then 
placed on a partial ambulatory ulcer regime at the 
end of this protolysate treatment. Hodges, in a 
series of twenty-six patients, selected largely pa- 
tients who had had no benefit from, or had had a 
recurrence of ulcer symptoms while on “ade- 
quate” conventional dietary therapy. The average 
patient received 285 gms. of protein and 2,900 
calories daily. This regime proved more effective 
in producing ulcer remissions than was convention- 
al treatment but the frequency of relapses after 
treatment (two to three weeks) was not decreased. 
The present writer has had experience with this 
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method, using Parenamine and glucose intraven- 
ously without oral feedings or using a mixture of 
Essenamine (a protolysate), glucose, sodium 
chloride and water in hourly oral feedings. Both 
methods have the same advantages over conven- 
tional ulcer treatment but are much more expen- 
sive to the patient and necessitate careful observa- 
tion in a hospital. As Hodges reports, protein hy- 
drolysates may be a useful adjunct in the medical 
treatment of peptic ulcer, but as now used are no 
panacea. 


How long is it necessary to continue a medical 
regime for peptic ulcer in order to insure healing 
of the ulcer? The criteria usually used for heal- 
ing of an ulcer are disappearance of the duodenal 
or gastric ulcer crater and loss of irritability or 
spasm of the duodenal cap. Using these criteria 
Cummins, Grossman and Ivy* found the average 
“healing time” in sixty-three duodenal ulcers to 
be thirty-seven days (range thirteen to sixty-eight 
days) and in six gastric ulcers to be forty-two 
days (range eighteen to sixty-eight days). Sev- 
eral gastroscopic studies have shown gastric ulcer 
to heal in three to six weeks in some cases and in 
over twelve weeks in others. Gastroscopic check 
on x-ray studies has often found re-epithelization 
soon after disappearance of the niche. In other 
cases, a shallow crater still remained after the 
niche had disappeared. Recently, Pollard, Bach- 
rach and Block® have reported on the rate of 
healing of a series of 100 gastric ulcers (judged 
by disappearance of the crater on x-ray). Thirty- 
eight benign gastric lesions failed to heal under 
hospital treatment in an average stay of twenty- 
three days; thirty-three patients were left in the 
hospital until a negative x-ray was obtained. This 
required an average of twenty-five days (range 
of ten to fifty days). The authors found that, in 
general, the ulcers which did not heal had a high- 
er acidity than had the “healed” group. I am 
strongly of the opinion that x-ray evidence of 
healing of an ulcer, especially a duodenal ulcer, is 
not adequate evidence of clinical healing, and my 
ulcer patients are advised to follow a full ambu- 
latory management for a minimum of four to 
six months, depending on the location of the ulcer 
and its chronicity. Partial neutralization is car- 
ried out for several months more. Surveys made 
in the past of several thousand ulcer patients 
treated by the Sippy method have revealed that 
the highest percentage of ulcer recurrences fol- 
lowed cessation of a strict medical regime in one 
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or two months, and those who remained on it for 
six months up to a year had a very low percent- 
age of ulcer recurrences. The factors which are 
most prone to produce an ulcer recurrence are too 
early discarding of the careful medical ulcer re- 
gime; periods of anxiety, mental conflict or nerv- 
ous tension; heavy smoking; and more than oc- 
casional use of alcohol. 

The space allotted for this paper will not allow 
more than bare mention of the medical treatment 
of the complications of peptic ulcer. Perforation 
and its sequellae, penetration, organic pyloric ob- 
struction, all require surgical treatment. The 
medical treatment of obstruction preliminary to 
surgical procedures includes correction of the de- 
hydration, hypochloremia, alkalosis and hyperazo- 
temia, as well as building up the blood proteins 
by intravenous amino-acid or protolysate admin- 
istration. Keeping the stomach empty or from 
overdistention, by means of morning and evening 
aspirations or at times by constant nasal suction, 
is very important. The presence of or recent his- 
tory of hematemesis or melena is not an indica- 
tion for operation unless bleeding cannot be 
checked by a medical regime. Usually a second 
episode of bleeding, while under medical manage- 
ment, is an indication for prompt surgical treat- 
ment if the patient is in the arteriosclerotic age 
group. In younger patients a medical regime, 
particularly complete acid neutralization day and 
night by means of aluminum hydroxide (in addi- 
tion to protolysate or merely milk and cream feed- 
ings hourly throughout the day) has promptly 
stopped the hemorrhage and yielded stools free 
of occult blood within seven to ten days. Liver 
function tests should be done if hepatic cirrhosis 
is suspected of being the cause of the bleeding 
when a patient is first seen. Carcinoma is respon- 
sible for not over 5 per cent of all massive gastric 
hemorrhages. Bockus? states that a patient with 
upper gastrointestinal hemorrhage who is not in 
shock should not be treated for shock and that 
unnecessary blood transfusions may be disastrous. 
This is very true but such patients can go into 
shock quickly at times so they must be very care- 
fully watched by very frequent pulse and blood 
pressure readings. Hypodermoclysis or a slow 
intravenous drip of glucose in saline or of pro- 
tolysate may be all that is needed to restore the 
blood volume gradually. Massive hemorrhage, of 
course, requires blood plasma or repeated blood 
transfusions. The mortality in massive hemor- 
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rhage has been given as not over 10 per cent— 
probably no greater than the average operative 
mortality when surgical intervention is attempted 
in the case of hemorrhage. 

The medical management in these cases should 
include careful neutralization of acid through the 
night hours—otherwise it differs little from that 
of nonbleeding ulcers. The Meulengracht diet has 
never seemed rational to this speaker since it use 
defeats the entire principle of acid neutralization 
and motor rest for the stomach. 

Carcinomatous ulcer of the stomach becomes at 
once a surgical problem. It has been my practice 
to treat medically any gastric ulcer of the upper 
two-thirds of the lesser curvature which on x-ray 
and gastroscopy appears probably benign and 
where free acid is present in the gastric contents. 
The ulcer is observed by both methods at two- 
week intervals until the lesion has completly dis- 
appeared. Stools are watched for occult blood. 
If the progress of healing ceases at any time, sur- 
gical consultation is requested. It is felt that the 
number of carcinomas whose prompt diagnosis is 
delayed by this method is no greater than the 
number of surgical fatalities among benign le- 
sions unnecessarily operated upon. 

In conclusion it is emphasized that the medical 
treatment of peptic ulcer must primarily treat the 
patients, his habits, and the factors in his nervous 
make-up and in his domestic and economic envi- 


ronment which have contributed to developmen: 
of his ulcer. In treatment directed at the ulcer 
itself, the motor and secretory work of the stom- 
ach must be reduced and the gastric acidity mus 
be largely, if not completely, neutralized by hour- 
ly feedings and non-absorbable antacids. The im 
portance of controlling the night secretions. of 
acid is stressed, especially in bleeding ulcer cases. 
Protein hydrolysates have been briefly discussed 
and are found valuable especially in ulcers com- 
plicated by non-organic obstruction or by hemor- 
rhage. 
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VAGOTOMY IN PEPTIC ULCER 


WALTMAN WALTERS, M.D., HAROLD A. NEIBLING, M.D., WILLIAM F. BRADLEY, M_LD., 
JOHN T. SMALL, M.D., and JAMES W. WILSON, M.D. 
Rochester, Minnesota 


|S pen of space and time limitations, we 
shall be able ‘to present only an outline of the 

results of our studies on vagus nerve resection 

for duodenal, gastric and gastrojejunal ulcer. 


Recently* we presented our studies of the ana- 
tomic variations in the vagus nerves of human 
beings from a point well above the diaphragm 
to the stomach. It suffices to say that in 92 per 
cent of cases, the nerves, in the vicinity of the 
diaphragm, consisted of two main trunks which 
could be isolated and resected as well below as 
above the diaphragm. In 8 per cent of cases the 
nerves were multiple and variable in their posi- 
tions so that it probably would have been difficult 
to dissect all the branches regardless of the sur- 
gical approach made to them. On previous oc- 
casions we also reported in detail the early results 
of vagus nerve resection for gastroduodenal and 
jejunal ulceration, first in a group of sixty-six 
cases® and later in a group of eighty-three cases* 
which included the original sixty-six cases. 

It is interesting to note in our cases, as well as 
in those reported by Dragstedt, that in at least 
8 per cent of cases, results of the insulin test made 
subsequent to the operation indicated that all the 
branches had not been divided. 


Emphasis hardly needs be placed on the fact 
that if one is to evaluate scientifically the results 
of vagus nerve resection, it is necessary to present 
proof, other than that obtained by visual inspec- 
tion or palpation of the esophagus, that all the 
nerves have been resected. It would seem that 
the Hollander insulin test, the mode of action of 
which has been previously reported elsewhere,” 
is an essential part of the study of the patients if 
one is to be sure that a complete surgical proce- 
dure has been carried out, and the tissue removed 
must be examined microscopically to determine 
whether it is nervous tissue. It is likewise very 
important that one ascertain by inspection, palpa- 
tion and, if advisable, by biopsy that a peptic ulcer 
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exists, that it is not malignant and that there are 
or are not other associated intra-adbominal lesions. 


One of our patients who gave a good history 
for ulcer and positive roentgenologic evidence of 
duodenal ulcer presented no evidence of ulcer 
when the duodenum and the lower part of the 
stomach were opened. He obtained complete relief 
of symptoms after pyloroplasty. Another patient 
had an associated Meckel’s diverticulum and a dis- 
eased appendix. In the fifty cases in which the 
senior author performed vagus nerve resections, 
it was thought necessary and advisable to do 
additional intra-abdominal operations, other than 
on the stomach, simultaneously in seven cases.* 


Moreover, it is necessary, in studying the re- 
sults of vagus nerve resections done by various 
surgeons, to be sure to determine what percentage 
of the total number of patients with proved duo- 
denal ulcer underwent the operation. In the series 
of 170 cases in which Dragstedt performed the 
operation, 86 per cent were done on patients with 
duodenal ulcer, 9 per cent on patients with gastro- 
jejunal ulcer and 5 per cent on patients with gas- 
tric ulcer. In the Mayo Clinic series in which 
the operation was performed, 65 per cent of the 
patients had duodenal ulcer, 29 per cent had gas- 
trojejunal ulcer and 6 per cent had gastric ulcer. 


The results reported by Grimson, Moore and 
Colp closely parallel those which we have re- 
ported from the clinic. 


In 1928 approximately 40 per cent of the pa- 
tients with duodenal ulcer who came to the Mayo 
Clinic were operated on. Many of these patients 
had a small duodenal ulcer for which the opera- 
tion of pyloroplasty or gastroduodenostomy gave 
satisfactory results. In 1946, 13.7 per cent of the 
patients with duodenal ulcer were operated on. 
Most of these patients had a large, chronic, per- 
forating or obstructing duodenal ulcer; they were 
the types of patients on whom both medical men 
and surgeons were convinced that surgical proce- 
dures, probably partial gastrectomy, were indi- 
~ *OF the seven patients two had associated cholecystectomy and 
four had associated appendectomy. One additional patient had a 


mesénteric mass removed which microscopically proved to be fat 
necrosis, 
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cated. It is because of the large size of these 
ulcers and the danger of occurrence of serious 
gastric retention as a result of the gastric atony 
that follows this operation that vagus nerve re- 
section alone without other operations on the 
stomach was performed in but seventeen of the 
fifty cases in the senior author’s cases (Series 1). 
In Series 2 (patients operated on by our col- 
leagues) vagotomy was performed but thirty-one 
times without other gastric operations in their 
sixty-eight cases. 

If vagotomy is combined with a drainage opera- 
tion on the stomach, whether gastroenterostomy 
or partial gastrectomy, it is quite apparent that it 
is difficult to determine just how much of the re- 
sult obtained is attributable to vagotomy, gastro- 
enterostomy or partial gastrectomy. It will require 
the passage of time to determine whether patients 
who have had. vagotomy and gastroenterostomy 
will have anastomotic ulcers. Although it has been 
stated that complete division of the vagus nerves 
causes an immediate cessation of the pain of ulcer, 
three of our patients who gave negative reactions 
to the insulin test which indicated complete vagus 
nerve resection, either had continuation or re- 
currence of distress from ulcer. The presence of 
a recurring ulcer was demonstrated roentgeno- 
graphically in two of these cases and pathologically 
in the third case when partial gastrectomy was 
performed for a large recurring, perforating gas- 
tric ulcer. 

The most troublesome sequelae of the opera- 
tion have been disturbances in gastrointestinal 
motility. These occurred in the immediate post- 
operative period in 40 per cent of our cases; in 
follow-up studies they were found to be present 
in 12 per cent of the cases nine months after oper- 
ation. These symptoms consist of a distressing 
feeling of fullness, nausea, belching of foul-smell- 
ing gas, and abdominal distention. Some patients 
had vomiting and diarrhea. The use of urethane 
of B-methylcholine chloride (urecholine) in the 
treatment of these disturbances of motility has 
been too recent to permit formation of a definite 
opinion as to the value of this drug. That it does 
promote gastric peristalsis can be demonstrated in 
some cases by roentgenologic examination. Two 
recent patients, however, obtained no clinical 
benefit from administration of the drug, and gas- 
tric retention remained unchanged. Both of the 
patients had considerable retention for approxi- 
mately two and a half weeks after removal, four 
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and a half days postoperatively, of the indwelling 
tube in the stomach. 

The atony of the stomach which results from 
complete vagus nerve resection and which is re- 
sponsible for retention of food and gastric secre- 
tion within the stomach is, we believe, the main 
reason for the relief of pain from ulcer which 
these patients experience. In several such cases 
roentgenologic examination before the patient’s 
departure from the clinic revealed the ulcer still 
to be active. Necropsy carried out in one of our 
colleagues’ cases, in which death occurred on the 
fourteenth day after vagotomy and gastroenter- 
ostomy, revealed an unsuspected perforated duo- 
denal ulcer with a subdiaphragmatic abscess. 
Weeks has reported a similar unsuspected perfor- 
ation of duodenal ulcer following vagotomy. 

The favorable results of the operation seem to 
be in the cases of recurring ulceration after par- 
tial gastrectomy and in cases of gastrojejunal 
ulcer. The senior author has performed the opera- 
tion in a group of seven patients who had such 
recurring ulcers. In one of these it was thought 
advisable to do a resection of the stomach in addi- 
tion to vagotomy because the large jejunal ulcer 
had its base on the transverse colon and there 
was impending perforation into the latter. Rather 
than take a chance that the vagotomy might be in- 
complete or that the ulcer might not heal, it was 
thought advisable to remove the ulcer and an ad- 
ditional amount of the stomach. In four cases of 
gastrojejunal ulcer, the gastroenteric stoma was 
removed and the gastrojejunal ulcer excised be- 
cause of the fear that with healing of the ulcer, 
if healing did occur, the gastroenteric stoma would 
be occluded, as did occur in one of Dragstedt’s 
cases in which Cole performed partial gastrectomy 
to relieve the obstruction. Two additional cases 
included one gastroduodenal ulcer and one gastro- 
jejunal ulcer, each of which followed a Finsterer 
type of gastric resection (allowing the pylorus to 
remain). In these two cases only vagotomy was 
done. With the procedures which have been out- 
lined the immediate results of the operation have 
been very satisfactory.* 

In our Series 1, insulin tests were made in thir- 
ty-nine of fifty cases. Failure to carry out the 
tests in the other eleven cases occurred for the 
most part during the months of May, June and 


*Since this paper was presented, one of the patients has re- 
turned because of weight loss and loss of appetite. He has no 
pain but a roentgenogram of his stomach ten months after op- 
eration shows a recurring duodenal ulcer with a crater. 
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July, 1946, when we were feeling our way along 
in the performance of the procedure and in a 
study of the results, for there is some risk in a 
test which requires that the blood sugar be low- 
ered to a value below 40 mg. per 100 c.c., pref- 
erably to 30 mg. per 100 c.c. In the past nine 
months insulin tests have been carried out in 
thirty-six of thirty-eight cases. A positive reac- 
tion to the insulin test occurred in thirteen, or 33 
per cent, of the thirty-nine cases, indicating that 
all the branches of the vagus nerves had not been 
divided. Interestingly enough, however, all of 
these patients were relieved of distress from ulcer 
after operation, and the incidence of achlorhydria 
and disturbances of motility practically paralleled 
that observed in the group in which the insulin 
test gave negative results, indicating that all vagus 
fibers had been cut. Roentgenologic examinations 
of the stomach showed atonicity in seven patients, 
in five of whom clinical evidence of disturbances 
of motility developed. Gastric acidity was re- 
duced to an achlorhydric level in six of the thir- 
teen patients who gave positive reactions to the 
insulin test and three additional patients had 
significant reductions of gastric acidity. 


In the fifteen patients who gave definitely nega- 
tive reactions to the insulin test after the blood 
sugar was reduced to a level below 40 mg. per 
100 c.c., three patients had distress from ulcer 
postoperatively, two of whom had definite ulcera- 
tion on roentgenographic examination two and a 
half months and six months respectively after 
operation. Likewise approximately a half, or 
seven of the fifteen patients, gave evidence of 
achlorhydria. The other five patients had a re- 
duction of gastric acidity. 


There is a third group of eleven additional 
patients who gave a negative reaction to the in- 
sulin test and whose blood sugar level did not 
go below 40 mg. per 100 c.c. during the insulin 
test; in seven of these, however, the value for 
blood sugar went well below 50 mg.*per 100 c.c. 
None of this group of eleven patients had post- 
operative distress from ulcer although four com- 
plained of disturbances of motility. Ten patients 
in this group had postoperative roentgenograms, 
four of which showed an atonic stomach and one 
showed a gastric ulcer still present one month 
postoperatively. Eight of the eleven patients ob- 
tained an achlorhydria and another had a reduc- 
tion of gastric acidity. Still another patient in 
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this group, when studied four months after opera- 
tion, although free of symptoms of ulcer, had full- 
ness and belching of foul-smelling gas. The roent- 
genogram showed dilatation of the stomach with 
a small recurrent gastric ulcer. 

The following deductions are evident: (1) Re- 
lief of the symptoms of ulcer has not been depend- 
ent on the completeness of the division of the 
vagus nerves, if the Hollander insulin test can 
be assumed to be an accurate method to determine 
the completeness of the dissection. (2) Disturb- 
ances of motility have occurred almost as fre- 
quently in the group of patients who gave a posi- 
tive reaction to the insulin test as in the group in 
which a negative reaction to the insulin test was 
obtained. (3) Reduction of acidity occurred in 
approximately 69 per cent of the cases in which 
a negative reaction to the insulin test was obtained 
and in 93 per cent of the cases in which a posi- 
tive reaction was obtained ; the reduction reached 
an achlorhydric level in 46 per cent of the cases 
in the former and in 60 per cent of the cases in 
the latter. 


Space does not permit discussion of the cases 
in Series 2 (sixty-eight cases) in which vagotomy 
with and without other operative procedures was 
carried out by other surgeons at the Mayo Clinic. 
References have been made to this series in pre- 
vious papers presented by us and the cases will 
be reported in detail later by the surgeons them- 
selves. 


Summary and Conclusions 

On previous occasions we have reported in 
detail our studies on the variations in the anatomy 
of the vagus nerves and the early results which 
have followed the performance of vagus nerve 
resection for gastroduodenal and jejunal ulcera- 
tion, first in a group of sixty-six cases and later 
in a group of eighty-three cases which included 
the original sixty-six cases. 

The results of vagus nerve resection in human 
beings in the treatment for peptic ulcer are in- 
constant, variable and, in most cases, unpredictable 
as regards disturbances of motility. Three of our 
fifty patients have had distress from ulcer post- 
operatively ; two of these gave evidence of ulcera- 
tion on roentgenologic examination two and a half 
months and six months, respectively, after opera- 
tion. Gastric resection for a large gastric ulcer 
was later performed on one of these patients. A 
fourth patient was thought to have an ulcer four 
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months postoperatively although dilatation of the 
stomach, food remnants and retention of secre- 
tion made the examination not entirely satisfac- 
tory. In addition, the roentgenogram of a fifth 
patient made one month after operation showed 
evidence of a considerable amount of jejunitis. 
In all these cases all the vagus nerve fibers had 
been resected, as indicated by the fact that the re- 
action to the insulin test was negative. 


Of patients who gave negative reactions to the 
insulin tests in Series 2, one who had undergone 
vagotomy elsewhere several months previously, 
showed roentgenologic evidence of jejunitis. This 
patient was found at operation at the clinic to 
have a large gastrojejunal ulcer that had not 
healed subsequent to the previous vagotomy. Re- 
moval of the gastroenteric stoma, excision of the 
ulcer-bearing area and resection of the stomach 
were performed. 

In evaluation of the results of the operation of 
vagus nerve resection, it must be proved that an 
ulcer was present at operation and that the vagus 
nerves were completely sectioned. It is our opin- 
ion that the best approach in most cases in which 
vagotomy is contemplated is by means of an ab- 
dominal incision, for such an approach allows both 
examination of the ulcer and exploration of the 
intra-abdominal structures, especially the gastro- 
intestinal and biliary tracts, and the performance 
of such procedures as might seem necessary to 
supplement the vagotomy. 

The greatest field of usefulness for vagotomy 
seems to be in the treatment of recurring ulcers 
after partial gastrectomy and gastroenterostomy 
and in certain patients with non-obstructive duo- 
denal ulcers in which the cephalic phase of gastric 
secretion is marked and pain is intractable. If the 
operation is used in the treatment of gastrojejunal 
ulceration which follows gastroenterostomy, the 
possibility of obstruction at the stoma and at the 


site of the healed or reactivated duodenal ulcer 
must be considered. It has no place in the treat- 
ment of chronic gastric ulceration for which the 
results of partial gastrectomy are excellent unless 
the ulcer cannot be removed with safety, in which 
event the edges of the ulcer should be excised and 
the tissue examined for evidence of malignancy. 
When vagotomy is performed simultaneously with 
other gastric operations, the relative value of each 
procedure may be difficult of interpretation unless 
several years elapse without recurrent ulceration. 


In view of the inherent ability of the gastro- 
intestinal tract of human beings, like that of the 
gastrointestinal tract of animals in the experi- 
mental laboratory, to regain through autonomic 
and compensatory mechanisms its function after 
operative procedures which disturb neuromuscu- 
lar continuity, and since restoration of gastric 
acidity and gastric motility has occurred within 
a two-year period in dogs in which vagotomy has 
been performed, the possibility of such a return 
in human beings must be kept in mind con- 
stantly. 


The operation of vagus nerve resection con- 
tinues to be in the investigative stage and the 
effects of the operation should be carefully studied 
and should be further evaluated by all those in- 
terested in the progress and advancement of sur- 


gery. 
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TUBERCULOSIS AND THE GENERAL HOSPITAL 


Whenever a considerable number of tuberculosis deaths 
occur in the homes of the community, a serious source 
of tuberculosis infection exists and undermines other 
control measures. 

The general hospital has an important role in reducing 
this hazard. By expanding facilities for care of tuber- 
culous patients, particularly for patients during the pre- 
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sanatorium period, the latter institution will be able to 
utilize its facilities for all patients needing long term 
care, or palliative treatment. The general hospital can 
provide the diagnostic service and short term care 
required by the large number of persons in whom case- 
finding programs discover minimal tuberculosis.—JAcoB 
YERUSHALMY, M.D., Hospitals, August, 1946 
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LUMBAR RETROPERITONEAL GANGLIONEUROMA 


Review of Literature and Report of Case 


LAWRENCE M. LARSON, M.D., Ph.D. (Surg.) 
Minneapolis, Minnesota 


ANGLIONEUROMATA, whatever their lo- 

cation, are rare tumors, but they seem to 
occur especially infrequently in the abdominal 
retroperitoneal area. These tumors have been re- 
ported in the central nervous system, cranial 
nerves, nerve roots, ganglions, neck, thorax, me- 
sentery, appendix, pelvis, suprarenal glands, in- 
testine, cervix, ovary, uterus and knee. They no 
doubt occur with much greater frequency than 
reported cases would indicate, the reason being 
that they usually do not produce symptoms until 
a vital structure is encroached upon. They rarely 
become malignant, they practically never metas- 
tasize, and consequently many are not noted until 
found at autopsy. 

The first description of a ganglioneuroma was 
given by Loretz in 1870, but the first one noted 
in the lumbosacral retroperitoneal area was de- 
scribed by Chiari in 1898 and a year later a 
similar case was reported by Cripps and William- 
son. Up to 1931 when McFarland reviewed the 
literature only thirteen such cases had been re- 
ported, and in a similar review through 1943 
Clayton found only seventeen cases. However, 
practically all of these were presacral or precoc- 
cygeal in origin and only about eight cases of 
those actually in the lumbar area could be found 
in the literature. Because of the war it has been 
impossible to obtain copies of isolated case reports 
in many foreign languages, such as Russian, 
Japanese, Czechoslovakian and so forth, so it is 
not known just how many such cases are in the 
literature. As a matter of fact, Reynolds and 
Cantor stated there were probably fewer than 
fifty up to November, 1946. Perusal of the files 
of the Pathology Department, University of Min- 
nesota, both those from operative and autopsy 
records, fails to reveal a single case of a retro- 
peritoneal ganglioneuroma. Also, in a review 
which the author made with Dr. Judd in 1934 
of all retroperitoneal tumors at the Mayo Clinic, 
of which there were forty-six, not a single case 
of this type was found. There was one ganglio- 
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neuroma, but its origin was the suprarenal gland 
and not the lumbar sympathetics. 

These tumors occur more frequently in the 
thorax where they have been found in the pos- 
terior mediastinum and chest wall. Several de- 
scriptions of these have emphasized the fact that 
they may be of the “dumb-bell” or “collar but- 
ton” type, in which extension of the tumor 
through the intervertebral spaces to the other side 
occurs. In this type, complete removal is dif- 
ficult or impossible, and recurrence of the tumor 
may be expected. 

Symptomatically, these tumors all behave more 
or less similarly. They occur usually in young 
adults, and due to their slow growth and the fact 
that they rarely encroach on vital structures, they 
usually go unnoticed for a long period of time. 
They seem to occur more frequently in females, 
although this may be relative more than actual, 
since pelvic examinations are more frequent in 
women. Pain and the presence of a mass seems 
to be the main complaint, although other symp- 
toms occur depending upon structures encroached 
upon, such as the bowel, kidney, ureter, bladder, 
and so forth. 

The physical signs are mainly those of a mode- 
rately soft or firm mass, fixed posteriorly, usually 
smooth, and located on one side or other of the 
vertebral column. They are usually painless and 
have been present for many years without symp- 
toms. They are practically always single, although 
two case reports of multiple ganglioneuromas 
have been noted. In their surgical removal most 
authors comment on the dense adhesions sur- 
rounding the tumor; in fact, in several cases the 
ureter or large arteries and veins, such as the 
iliac, have been torn, and operative death has 
ensued. 


Differential diagnosis from sarcoma, lipoma, 
fibroma and so forth, at the time of operation is 
usually impossible, and only microscopic section 
will reveal the true nature of the tumor. 

Pathologically these tumors usually are more 
or less encapsulated, they are firm and somewhat 
elastic, and vary in size up to 12 inches in diam- 
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eter. On section, the capsule retracts and the 
incised edges become everted, while the appear- 
ance of the interior is usually pale yellowish or 
pink, with many connective tissue septa dividing 
the substance into lobules. 

Microscopically there are nerve and connec- 
tive tissue elements. Bundles of nerve fibers in 
longitudinal and transverse sections are surround- 
ed by a connective tissue stroma. Mature ganglion 
cells are present singly or in groups, and extend- 
ing from the cell body, one or more nerve proces- 
ses may be seen. Their cytoplasm is granular 
and the nucleus may be single or multiple, and 
occasionally vacuolar degeneration is present. The 
stroma may be dense or fine and usually consists 
of many neurofibrils, along with areas of degene- 
ration. 

It is obvious that these tumors are derived from 
specific nerve tissue, being the result of hyperpla- 
sia of ganglia, and consisting of medullary and 
non-medullary nerve fibers and of ganglion cells. 
Reynolds and Cantor have described the method 
of development of this tumor. Their description 
indicates the fact that in the migration of the 
ganglionic crests during embryonic life, certain 
cells become displaced or miscarried. The sym- 
pathetic ganglionic organization, as is well known, 
is the result of migration of individual cells from 
the neural crest substance down to the dorsal 
nerve roots and peripheral trunks to form paired 
ganglionic clusters. These migrating cells may 
never reach the ganglionic mass, and no doubt 
most frequently never giye rise to any difficulty. 
However, they may begin to proliferate at any 
time along the line, and the type of tumor that 
is formed by these cells depends on the level of 
differentiation that has been attained. The gang- 
lioneuroma represents the tumor formation from 
the mature cells, or from the neurocyte that has 
reached the end stage of its development. They 
therefore are undoubtedly congenital in origin. 

With complete removal of these tumors, often 
difficult, the prognosis is usually good, although 
recurrences have been noted. Evans and Francona 
have recorded rare instances of metastases, but 
these must be exceedingly uncommon. Roentgen 
therapy, as one would expect from the nature 
of this tumor, is of no value. 


Case Report 


The patient is a white woman, twenty-eight years of 
age. Her past history is essentially irrelevant except 
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for that recorded. Whether many of the details per- 
tain to this case is problematical, but due to the bizarre 
nature of many of the symptoms, it was considered best 
to record them as they occurred in the progress of the 
case. 

The patient started early in childhood with an in- 
definite pain in her right lower abdomen and lower back, 
severe enough that she avoided stepping on her right 
foot. In fact, her mother was constantly scolding her 
because she continually wore out her left shoe long 
before the right. These pains at first were intermittent 
but soon became so frequent as to keep her in bed for 
several days at a time. In 1933, at the age of eighteen, 
she was examined completely at a large clinic because 
of these pains, and an orthopedic consultant advised 
that her symptoms were due to a mild scoliosis which 
she had had for many years. Other causes of this pain 
were excluded, especially appendicitis or pelvic dis- 
orders. Treatment of the scoliosis by exercises resulted 
in considerable improvement in her symptoms, but she 
still was confined occasionally to bed because of the 
pain. She found that when she was the most active, 
such as when she was playing baseball, swimming or 
dancing, she felt better. Periods of inactivity always 
made the pain more severe. She stated that the better 
condition in which she kept her muscles through 
athletics, the more infrequent and the less severe her 
symptoms were. 

She was married in 1938 and in 1940 the left tube 
was removed for ectopic pregnancy. At this time ap- 
pendectomy was also done. Convalescence was normal 
but no change in her backache resulted, and she con- 
tinued to have the same right-sided pain. This was un- 
influenced through four normal pregnancies. 

The pains continued to recur in this same fashion 
until August, 1946, when she for the first time developed 
severe constant pain in the left lower abdomen, This 
was most pronounced in changing from a standing to a 
sitting position. It radiated through to the lower left 
lumbar area of the back but was not associated with 
genito-urinary symptoms and there was no nausea or 
vomiting. As long as she lay quiet, the pain was present 
but not severe. 


Physical Examination—Her appearance was not that 
of an acutely ill individual. Her temperature was 
98.6° F., pulse rate 74 per minute, blood pressure 100 
systolic and 64 diastolic in millimeters .of mercury. 
The head, neck and chest were normal. The abdomen 
was normal except for the following: There was a low 
midline scar, solidly healed. The patient located the 
pain in an ‘area to the left of the midline and just be- 
low the umbilicus, and on palpation of this area a 
firm fixed smooth mass could be made out measuring 
about 6 cm. wide and 12 cm. in length. It lay along- 
side the vertebral column at the level of the third 
and fourth lumbar vertebrae and on pressure, pain was 
produced locally radiating through to the back. Move- 
ments of the spine in this area also produced similar 
distress. Vaginal examination gave essentially negative 
results and the tumor could not be reached through the 
pelvis. The reflexes, both superficial and deep, were all 
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Fig. 1. (above) Low power view of section of tumor, The 
left half shows mainly connective tissue stroma while that on 
right presents many ganglion cells and nerve processes. 


Fig. 2. (center) High power view of connective tissue and 
nerve process elements. 

Fig. 3. 
procesces, 


(below) High power view of ganglion cells with nerve 


normal and equal. The remainder of the examination 
was essentially negative. 


Laboratory Data—The value for hemoglobin was 
15.2 grams per 100 c.c.; white cells 4,600 per cubic mil- 
limeter, with 51 per cent neutrophiles, 38 per cent lym- 
phocytes, 5 per cent monocytes and 6 per cent eosino- 
philes. Urinalysis gave negative results. The blood 
Wassermann reaction was negative. Roentgenographic 
examination of the dorsal, lumbar and sacral spine gave 
negative results. The outline of the kidneys was nor- 
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mal, and apparently there was no connection between 
them and the mass. 

A diagnosis of a tumor of uncertain nature and most 
likely retroperitoneal in origin was made, and ex- 
ploration was done on August 6, 1946. At this time 
the tumor was found to lie alongside the left vertebral 
margin, measuring about i2 by 6 cm., being smooth 
and oval in shape, and firmly attached posteriorly to 
the vertebrae. The overlying peritoneum was incised 
and reflected medially and the tumor removed in one 
mass. Considerable difficulty was encountered in its re- 
moval due to its vascularity and its firm and dense 
adherence to the surrounding structures, especially. pos- 
teriorly to the vertebral column. The ureter was iso- 
lated and retracted so that no damage could be done to 
it. The tumor was completely removed, a Penrose 
drain was inserted in the cavity and peritoneolization 
was completed. Her immediate postoperative condition 
was good and her convalescence was normal except for 
the condition to be described. 


Pathological Data—The tumor removed measured 10 
by 4 cm. It was fairly well encapsulated, rounded, 
smooth and of pale grayish color, firm in consistency and 
with a nerve structure apparently passing through its 
substance. On microscopic section the picture was that 
of a fibromatous mass with many scattered sympathetic 
ganglion cells. The portion of tumor resembling a nerve 
was a sympathetic ganglion structure (Figs. 1, 2, and 3). 

Immediately postoperatively, as soon as the patient be- 
came conscious, she complained of abnormal warmth of 
the left leg as compared to the right, and on examina- 
tion this was found to be the case. The temperature 
of the left leg from then on, and to the present, has 
been constantly one or two degrees above that of the 
right. After further discussion of this symptom with 
the patient, she stated that she had always had abnor- 
mally cold feet, and she noticed that for the first time 
the left one was of normal temperature. 

Up to the present, ten months postoperatively, she 
has had no recurrence of the pain of which she has 
complained for many years. Whether this tumor was the 
cause of her right-sided pain is a matter of conjec- 
ture. At any rate, she has remained completely free of 
this distress, so that one must feel that the ganglioneu- 
roma must have had some bearing on this symptom. 
The left leg has continued to remain warmer, by one 
or two degrees, than the right leg in spite of changes 
in the environment. It is obvious that with the removal 
of this tumor the sympathetic chain has been partially 
removed on this side, and the equivalent of sympathec- 
tomy has been done, such as that done for the relief 
of high blood pressure. No changes in her blood 
pressure have occurred, probably because it was not 
elevated preoperatively and also because only one ex- 
tremity was involved. 


Summary 


A case of retroperitoneal ganglioneuroma of 
the left lumbar sympathetic system is reported in 
(Continued on Page 977) 
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MINNESOTA SEROLOGICAL EVALUATION STUDY 


H. E. MICHELSON, M.D. 


Chairman of the State Serologic Committee 
Minneapolis, Minnesota 


A REPORT of the first evaluation study of 
serological tests for syphilis as performed in 
Minnesota was made in 1941.2 A brief review 
of the national evaluation studies since 1934, as 
well as the organization of the Minnesota study, 
was included. A second report, covering the 
evaluations as conducted in 1941 and 1942, was 
made in 1943.1 The plan and arrangements for 
conducting the evaluation studies in the state since 
that time, i.e., 1943 to 1946, inclusive, have been 
changed somewhat, but retain the original pur- 
pose, namely, to supply specimens and compile 
the findings, so that the methods of performing 
serological tests in the state may be evaluated. 

As can be seen from Table I, the number of 
laboratories participating increased considerably 
during the first three years. The number remained 
almost constant from 1943 to 1946 in spite of the 
huge problems of equipment and personnel en- 
countered during that time. There was also an 
increase in the number of laboratories that use 
three or four procedures per specimen. These 
laboratories generally are in larger institutions and 
reflect the trend of using multiple tests, including 
a complement-fixation test, in solving the diagnos- 
tic problems of patients with doubtful or slightly 
positive serological reactions but no historical or 
clinical findings to explain those reactions. 

The number of serological techniques used by 
the participating laboratories in the state has de- 
creased from twelve in 1941 to nine in 1946, 
while at the same time there was an increase in the 
number of laboratories using the tests recommend- 
ed by the United States Public Health Service on 
the basis of author-evaluation studies.* Table II 
gives the number of participating laboratories 
using the various techniques. 

The State Department of Health laboratories 
have participated in the national evaluation of 
serological tests for syphilis since 1936, In these 
evaluation, 125 to 160 specimens from non- 


Original members of the State Serologic Committee were: N. 
Lufkin, Francis W. Lynch, M.D., Paul A. sack 
MD., Arthur in ’ Sanford, M.D., Lucy Heathman, Ph.D., 
(ex officio), _ a Sullivan, M.D. » (ex officio). 


Margaret W. Higgenbotham, D.Sc., Anne Kimball, Ph.D., and 
Henry Bauer, M MSM Minnesota rtment of Heaith, Division 
of Preventable Diseases, assisted in these studies. 
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TABLE I. NUMBER OF TECHNIQUES USED BY 
PARTICIPATING LABORATORIES 








1941 | 1942 | 1943 








Total No, of labs 























TABLE II. TECHNIQUES IN USE AND NUMBER 
OF LABORATORIES USING EACH 








1941 


Kline-diagnostict* 18 

Standard Kahnt* 

Rytz 

Kline-exclusiont* 

Kolmer-W assermannt* 

Hintont* 

Laughlin 

Other complement 
fixation tests 

Mazzini* 

Eaglet* 

Leiboff 
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Meinicke 


1944 


26 
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in 1946. 
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*T ded by U. 8. Public Health Service. 





syphilitic persons and 190 to 235 specimens from 
syphilitic patients are tested. The results are 
evaluated on the basis of percentage sensitivity 
and percentage specificity. The formula for cal- 
culating sensitivity is: 





Positive results +% doubtful results — percentage 
Syphilitic specimens sensitivity 


The formula for calculating specificity is: 


Negative results + doubtful results — percentage 
Nonsyphilitic specimens specificity 





Criteria of satisfactory performance are that 
participating laboratories must have a sensitivity 
rating of not more than 10 per cent below the 
author serologist, and a specificity of not less than 
99 per cent. 


Table III shows the sensitivity and specificity 
ratings of the Minnesota Department of Health 
laboratories in the national evaluations. The 
specificity of the Kline exclusion, used as a screen 
test only, is usually slightly below suggested 
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TABLE III. 


PERFORMANCE OF MINNESOTA DEPARTMENT OF HEALTH AND AUTHOR-LABORATORIES 


IN NATIONAL EVALUATION STUDIES 








1941 1942 


1943* 1944 1945 1946 





Test MDH | Author| MDH 


Author 


MDH | Author! MDH | Author} MDH | Author} MDH | Author 





Kline—exclusion Specificity 


98.8 
Sensitivity 86. 
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*Hinton tests substituted for Kahn in 1943. Samples are sufficient for only the four tests. 


Bold figures indicate ratings below standard. 


TABLE IV. 


TECHNIQUES PERFORMED BY MINNESOTA DEPARTMENT 


OF HEALTH* 


Classified as Satisfactory or Unsatisfactory as to Sensitivity and/or Specificity. 








1941 1942 1943 1944 1945 1946 
AtBtt|} A B|AB{|A B/]AB/]AB 





Sensitivity and specificity satisfactory 
Specificity only satisfactory 

Sensitivity only satisfactory 
Unsatisfactory sensitivity and specificity 


Too few specimens reported 





8 14 | 12 21 9 21 | 14 19 18 27 
4 5 0 1 4 5 4 5 
26 17 26 20 29 20 
7 6 22 4 3 4 3 
5 5 3 3 2 2 


14 18 
6 7 
30 26 





44 





Total No. of performances 


| 


36 53 














54 51 57 57 





*Kline (diagnostic and exclusion), Kahn, Kolmer-Wass. and Hinton, also Eagle except in 1946. 
+A. Using 99% or above for satisfactory specificity. 


+tB. Using 97 % or above for satisfactory specificity. 


TABLE V. TECHNIQUES NOT PERFORMED BY M.D.H.*, ** CLASSIFIED AS 


Satisfactory or Unsatisfactory as to Sensitivity and/or Specificity. 








| 


| 
1941 | 1942 4 4 
B | ! 


1945 
At Btt| A AB 





Sensitivity and specificity satisfactory 
Specificity only satisfactory 

Sensitivity only satisfactory 
Unsatisfactory sensitivity and specificity 


Too few specimens reported 


1 4 4 
2 
4 





Total No. of performances 























+A. Using 99% or above for satisfactory specificity. 
+tB. Using 97 % or above for satisfactory specificity. 


*See Table II. 


**Complement fixation tests compared with M.D.H. Kolmer-Wassermann results; precipitation tests 


compared with M.D.H. Kline-diagnostic results. 


standards. The specificity of all the other tests 
evaluated was well above the suggested minimum. 
The sensitivity ratings of each technique have 
been satisfactory every year except for the Kol- 
mer-Wassermann in 1943 and 1946. 

For comparative purposes, in the state evalua- 
tion studies, the various procedures as carried out 
by the Department of Health laboratories may be 
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considered control performances such as those of 
the author-laboratories in the national evaluations. 
Tables IV and V summarize the number of pro- 
cedures showing satisfactory performance, ac- 
cording to the suggested criteria, for the years 
1941 to 1946, inclusive. Table IV shows com- 
parisons for the techniques routinely in use at the 
state laboratories, namely, Kline-exclusion-Kline- 
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diagnostic, Standard Kahn, Kolmer-Wassermann, 
Eagle, and Hinton. In Table V the performance 
of other techniques, i.e., Mazzini, Rytz, et cetera, 
are compared to the S.B.H. Kline-diagnostic. 
Admittedly, this record does not give a true com- 


of thirty-two meeting the satisfactory specificit 
criterion of 99 per cent in 1946. As will be seen 
there has been some improvement in the specific- 
ity performance of the Kline-diagnostic proce 
dures in the 1946 study. 


TABLE VI. PERFORMANCE OF KLINE-DIAGNOSTIC TEST ONLY 


1941 1942 | 1943 | 1944 1945 1946 
tt} AB;/AB/|AB AB;|AB 





4 6 7 12 
22 2 


49] 
Specificity only satisfactory : 2) 3 


Sensitivity only satisfactory 16 10 | 18 12 | 17 12 21 19 | 20 15 


Unsatisfactory sensitivity and specificity 


Too few specimens reported 


Total No. of labs 


+A. Using 99% or above for satisfactory specificity. 
+tB. Using 97% or above for satisfactory specificity. 


TABLE VII. PERFORMANCE OF STANDARD KAHN TEST 


Sensitivity and specificity satisfactory 





Specificity only satisfactory 
Sensitivity only satisfactory 
Unsatisfactory sensitivity and specificity 
Too few specimens reported 


Total No. of labs 





+A. Using 99° or above for satisfactory specificity 
+tB. Using 97% or above for satisfactory specificity 


parison of performance, but for economic reasons, 
it was impossible to conduct all techniques in 
the state laboratories. 

It is noted in Tables IV and V that the larger 
number of techniques have satisfactory sensitivity 
ratings only, and are low in specificity perfor- 
mance. Because a relatively small number (100 
or fewer) of nonsyphilitic sera were tested by 
each technique, one false positive or two false 
doubtful reactions would reduce the specificity 
below the required 99 per cent. Therefore, in the 
second column under each year in the tables, the 
numbers of techniques showing satisfactory per- 
formance under a slightly reduced specificity rat- 
ing (97 per cent) are tabulated. It is readily seen 
that the number of procedures meeting the amend- 
ed criteria of satisfactory performance in sensi- 
tivity and specificity is thus increased. 

In Table VI are listed the performance ratings 
of the Kline-diagnostic procedures as carried out 
in the participating laboratories. This procedure 
in general shows good sensitivity performance, 
but seems to be poor in specificity, i.e., only nine 
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1942 


1941 1943 | 1944 1945 
A+Btt|} A B| A | A B 


1946 
A A B 


It is shown in Table VII that the Standard 
Kahn procedures gave relatively good ratings in 
the state evaluations, but that the percentage of 
satisfactory performances in regard to specificity 
as well as sensitivity has decreased somewhat in 
1946. 

In general, the performance of serological tests 
for syphilis has shown improvement in the state 
as reflected by the evaluation studies recorded, and 
it is hoped that this improvement may be extended 
and increased. 

We wish to thank the pathologists and technicians of 
the participating laboratories for their interest and co- 
operation in these studies. The facilities of the Min- 
nesota Department of Health are available to any 
laboratory in the state wishing to use them. We also 
wish to thank Miss Jennie Schey of the Department 
of Dermatology, University of Minnesota Hospitals, for 
assistance in arranging for the donors. 
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ROENTGEN THERAPY OF BRONCHIOGENIC CARCINOMA 


EUGENE T. LEDDY, M.D. 
Rochester, Minnesota 


N the treatment of bronchiogenic carcinoma 

the radiologist’s lot is not a happy one. His 
patients are usually feeble men who are in or past 
the sixth decade of life, and the malignant lesion 
has progressed beyond the stage of operability, 
either through their own fault in not seeking 
medical attention earlier or because, for various 
reasons, the diagnosis was not made in an early 
stage of the disease. 

For these patients, “cure” is out of the question. 
Since the hopelessness of their situation might 
have been prevented by diagnosis at a time when 
pneumonectomy might have offered a good chance 
of complete cure, it may be well to review some 
of the warning signs of bronchiogenic carcinoma. 
The data have been drawn mostly from a recent 
paper by Moersch and Tinney. 

Perhaps the reason why an early diagnosis of 
bronchiogenic carcinoma is seldom made is be- 
cause of the failure to think of carcinoma. 

Cough, which is the most frequent symptom, 
occurred in 81 per cent of the 448 cases reported 
by Moersch and Tinney; however, because many 
patients who suffer from other diseases complain 
of this symptom, its importance often is misinter- 
preted. As the tumor increases in size, obstruc- 
tion to drainage of the bronchus occurs, the re- 
tained secretions become infected, and the cough 
becomes more productive and purulent. Chills and 
fever ensue, and such an episode is often mistaken 
for pneumonia. In this regard, a carefully taken 
antecedent history is very important in all cases 
of pneumonia, lest the diagnosis of bronchiogenic 
carcinoma be missed. 

In about half of the 448 cases the patients had 
expectorated blood. Because hemoptysis often 
had been associated with cough and fever, an 
erroneous diagnosis of tuberculosis had been made 
in some of the cases. In this connection, it is only 
fair to state that the differential diagnosis of 
bronchiogenic carcinoma often is very difficult. 


The degree of dyspnea may be out of propor- 
tion to the size of the lesion and to the amount 
of atelectasis which it produces. Usually, dyspnea 
develops gradually, but occasionally it develops 


From the Section on Therapeutic Radiology, 
Rochester, Minnesota. 

Read at the meeting of the Buffalo Radiological Society, Buf- 
falo, New York, February 4, 1946 


Mayo Clinic, 
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suddenly and, when it is associated with wheezing 
respiration, it may be mistaken for asthma. Dysp- 
nea may be due to pleural effusion, which results 
from invasion of the pleura by carcinoma cells. 
A pleural effusion was present in 15 per cent of 
the 448 cases. 

Pain occurs in about half the cases, and occa- 
sionally is the first symptom. Pain indicates that 
carcinoma has spread to the pleura, to the thoracic 
cage, or to the mediastinum and neighboring 
nerves. It usually indicates that the tumor has 
reached an advanced stage. The intensity of the 
pain may vary from a mild, easily tolerated dis- 
comfort to a constant severe or agonizing pain 
which requires morphine for relief. 

Other symptoms, including hoarseness, loss of 
weight and clubbing of the fingers, may be en- 
countered. Their presence is not characteristic of 
bronchiogenic carcinoma but they should arouse 
suspicion of this lesion. 

In the 448 cases reported by Moersch and Tin- 
ney, the average duration of symptoms from their 
onset until the diagnosis was made was eight and 
a half months. For this delay in diagnosis thev 
gave three important reasons: (1) the lack of 
specificity of the symptoms; (2) failure to sus- 
pect the presence of carcinoma of the bronchus, 
and (3) difficulty in making a positive diagnosis 
even when the presence of bronchiogenic car- 
cinoma is suspected. 

Although the roentgenologic and physical signs 
of bronchiogenic carcinoma are very important, 
they will not be considered in detail in this paper. 
In 73 per cent of the cases reported by Moersch 
and Tinney, the roentgenologic findings caused 
the roentgenologist to suspect the presence of 
bronchiogenic carcinoma. 

The early diagnosis of bronchiogenic carcinoma 
is most easily and most accurately made by 
bronchoscopy. This procedure was used in 399 
of the 448 cases reported by Moersch and Tinney, 
and the results of biopsy were positive in 368 
(92 per cent) of the cases. However, attention 
should be called to the fact that when the results 
of bronchoscopic examination are negative, or 
when a pathologist reports that tissue removed is 
not malignant, this does not eliminate the possi- 
bility of bronchiogenic carcinoma. 
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Another reason why the prognosis is bad in 
cases of bronchiogenic carcinoma in which the pa- 
tients are referred to the radiologist for treatment 
is that about 80 per cent of the lesions are of the 
highest grade of malignancy, and more than half 
of them are squamous cell epitheliomas. 

I have omitted from this consideration both 
the so-called Pancoast tumor and “adenoma” of 
the bronchi, because both of these neoplasms us- 
ually are considered to be special lesions which 
are different from a bronchiogenic carcinoma. 

In 1940, Moersch and I reported the results of 
a review of 250 cases of bronchiogenic carcinoma. 
Of the 125 patients who did not receive roentgen 
therapy, none lived more than a year after the 
diagnosis was made. Follow-up data were avail- 
able in 315 (70 per cent) of the 448 cases reported 
by Moersch and Tinney. In the 315 cases, the 
average duration of life after the diagnosis was 
made was six months. The authors did not state 
the type of treatment that was employed in these 
cases. They said that the prognosis in cases of 
adenocarcinoma was the same as it was in cases 
of squamous cell epithelioma, regardless of the 
grade of malignancy. 

It is very seldom that a young, vigorous patient 
who has bronchiogenic carcinoma is referred to 
the roentgenologist for treatment. When such a 
patient is referred to the roentgenologist, he us- 
ually has refused to undergo an operation. As 
I have already said, most patients who have 
bronchiogenic carcinoma are debilitated and dysp- 
neic, have a chronic cough and often have fever; 
their physical condition is so poor that only 
mild, or palliative, roentgen therapy can be em- 
ployed. Regardless of all other contraindications 
to intensive treatment, a danger sign on which 
I place particular emphasis is fever. I regard 
fever as especially dangerous when it is accom- 
panied by bleeding. 

From what has been said about the physical 
condition of the patients, it is self-evident that 
large doses of .roentgen rays rarely are admin- 
istered, particularly by the administration of pro- 
tracted fractional doses. Nevertheless, at the 
Mayo Clinic, we have administered doses of 3,000 
r or more per field in a carefully selected group 
of cases in which the physical condition of the 
patients was comparatively good. In these cases, 
the roentgen rays were administered through four 
thoracic fields. The beam of rays was directed so 
as to cross-fire the lesion. The roentgen rays were 
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generated at 200 kilovolts and a filter equivalen 
to 2 mm. of copper was used. A target skin dis 
tance of 50 cm. was used routinely. The result: 
obtained by this technique have given little caus: 
for enthusiasm. Not only were the results no 
better than those which we have obtained by the 
method usually employed but the patients did 
not tolerate this kind of treatment well. The pro- 
tracted’ fractional method of treatment may not 
have been suitable for the patients; the technical 
details of the method may have been faulty, or 
we have been unduly impressed by the reactions 
we have seen. Whatever the reason for the un- 
satisfactory results, I have abandoned, for the 
time being, all doses greater than 1,500 r per 
field, and I now prefer other doses and tech- 
niques which I[ think are safer. 

I realize, of course, that the term ‘‘safe dose” 
is inaccurate, ambiguous, indefinite and no more 
capable of precise estimation than are the doses 
of many medicaments in clinical use. It perhaps 
is easier to state what the dose is not than to 
state what it is. A safe dose of roentgen rays 
may be regarded as one that will not produce a 
permanent or a severe temporary reaction. The 
time required for the course of roentgen therapy 
should not be so long that it will prove a hard- 
ship for the patient, and the cost of the treatment 
should not be excessive. 

In the cases of bronchiogenic carcinoma which 
I have observed, I have found that it is safer to 
employ two courses of relatively mild doses of 
roentgen rays than it is to employ one course of 
relatively strong doses. It seems very important to 
distinguish roentgen therapy that is curative from 
roentgen therapy that is at best palliative. The 
dose of roentgen rays should depend on the age 
of the patient, the physical condition of the pa- 
tient and the stage of development of the malig- 
nant lesion.\ At present, radiologists do not know 
nearly as much about the radiosensitivity of ade- 
nocarcinomas and squamous cell epitheliomas of 
the bronchi as they do about the radiosensitivity 
of similar tumors in other parts of the body. In 
cases of bronchiogenic carcinoma, the role of the 
tumor bed is, so far as I know, quite unknown. 

In the cases of bronchiogenic carcinoma which 
I have observed, any thought of cure is senseless. 
The most that can be obtained is palliation of an 
indefinite degree. In outlining the type of treat- 
ment to be employed in such cases, the most im- 
portant consideration is to determine the smallest 
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doses of roentgen rays that will be efficacious. 

As a rule, provided there is no contraindica- 
tion, most patients receive treatment through four 
fields, which are laid out so that the beam will 
cross-fire the bronchial lesion. Each field gen- 
erally receives a dose of 500 r. The roentgen 
rays are generated at 200 kilovolts and are filtered 
through 0.75 mm. of copper. This treatment is 
usually given in four days. When the patient is in 
much better than average physical condition, the 
total dose may be increased to 1,000 r for each 
of the four fields, the treatment being protracted 
for sixteen days. This technique, it should be 
emphasized, is used in cases in which the physical 
condition of the patients is exceptionally good. 

In cases in which cachexia or fever is present, 
less intensive treatment is employed. In such 
cases, a dose of 250 to 500 r, depending on the 
clinical findings in the individual case, may be 
administered through an anterior and a posterior 
field. If the physical condition of the patient is 
very poor, or if there is any suspicion that the 
lesion may be a lymphoblastoma instead of a 
bronchiogenic carcinoma, the roentgen rays are 
generated at 130 kilovolts. 

Since palliative results are the best that can be 


expected in most cases, the selection of the method 


of treatment in a given case requires precise 


clinical judgment. In the average case, it seems 
more sensible to err on the side of undertreatment. 
In this connection it has been my experience’ 
that the results obtained by simple cross-firing of 
the bronchial lesion with moderate doses of roent- 
gen rays have been as worth while as those ob- 
tained by the more radical methods. My own 
results have not been at all proportional to the 
magnitude of the dose employed. Nevertheless, 
roentgen therapy, if judiciously administered, is an 
excellent method of palliation. I think that. any 
patient whose physical condition is not precarious 
should receive at least one course of roentgen 
therapy ; otherwise, his life expectancy is at most 
a year. After the completion of roentgen therapy 
the radiologist sees an outstanding result just 
often enough to rekindle the dying fire of en- 
thusiasm. Possibly, the radiologist’s lot would be 
a less unhappy one if he treated more favorable 
lesions or if some refinement of treatment could 
assure a happier outlook to the patient with 
bronchiogenic carcinoma. 
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LUMBAR RETROPERITONEAL GANGLIONEUROMA 
(Continued from Page 971) 


a twenty-eight-year-old white woman. This tumor 
had produced definite severe pain locally on the 
left side and possibly on the right side of the 
abdomen and lower extremity. Complete relief of 
these symptoms followed its surgical removal. 
An interesting postoperative sequelae of perma- 
nent increase in temperature of the lower extrem- 
ity on the same side is noted, similar to that 
occurring with sympathectomy for ‘hypertention. 
A review of the literature has been made, and 
a description of the symptoms, findings and path- 
ologic nature of this tumor are recorded. 
Clinically and grossly these tumors are indis- 
tinguishable from neuroma, fibroma, sarcoma and 
so forth, and it is only by microscopic examina- 
tion that the true nature of the tumor can be 
made out. They are no doubt congenital in origin 
and probably arise from cell nests displaced in 


SEPTEMBER, 1947 


embryonic life. They rarely recur when com- 


pletely removed and practically never metastasize. 
The rarity of this lesion is indicated by the fact 
that there are probably less than fifty similar cases 
recorded in the literature and there are no sim- 
ilar tumors recorded in the files of the Depart- 
ment of Pathology, University of Minnesota. 
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DIAGNOSTIC CASE STUDY 


BERNARD J. TERRELL, M.D., ARTHUR. H. WELLS, M.D., and HAROLD H. JOFFE, M.D. 
Duluth, Minnesota 


Dr. A. H. Wetts: A good tough diagnostic problem 
always has its teaching points when the answers are 
known. 


zm 


roentgenogram 


Fig. 1. 


Anterior-posterior 
of thorax. 


Dr. B. J. Terrett: A forty-year-old white miner and 
lumberjack (Nopeming Sanatorium No. 20990) was 
first admitted to the hospital on November 18, 1946, 
complaining of a cough. Two months before admission 
while working in a sawmill he caught a “cold.” At 
this time he became somewhat short of breath and there- 
after orthopneic. 
progressive, 


This condition did not appear to be 
but it was The symptoms 
were noticed mostly at night and there was a moderate 
amount of frothy sputum and some rain in the left side 
of the chest. 


continuous. 


There was also some wheezing, but no 
night sweats, noticeable fever, ankle edema, weight loss 
or abdominal pain. His appetite was fairly good and 
his bowel were normal. One sister had 
died of 1914. The father died of a 
stroke and the mother died from cancer of the stomach. 
The patient’s induction radiograph at Fort Snelling re- 
vealed “healed primary complex” in the right lung. 
He had been an underground miner for eight years, 
prior to 1931. 

His physical examination revealed dullness in the left 


movements 
tuberculosis in 


From the Nopeming Sanatorium and Department of Pathology, 
St. Luke’s Hospital, Duluth, Minnesota. 
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base and crackling rales in the lower one third of both 
lungs. 


Also, there was a grade II cyanosis. Chest 


films revealed a diffuse disease process in both lungs 


Fig. 2. Lateral roentgenogram of thorax. 


(Figs. 1 
and mild 


and 2) and also some cardiac enlargement 
pleural effusion. His blood pressure was 
134/94, temperature 99 degrees and pulse 75. Multiple 
sputum examinations were negative for acid-fast bacilli. 
The Wassermann test was negative. His hemoglobin 
was 15 grams, red blood cell count 5,100,000 and white 
blood cell count 9,900 with neutrophiles 72 per cent, 
lymphocytes 22 per cent, monocytes 4 per cent, and 
eosinophiles 2 per cent. The red blood cell sedimenta- 
tion rate was 19.5 millimeters per hour (Cutler), and 
the urinalysis was essentially normal. 


He was obviously seriously ill and not a fit subject 
for drastic diagnostic procedures. Based on the history 
of familial tuberculosis, a positive Mantoux test, dif- 
fuse pulmonary disease in the x-ray picture and a his- 
tory of underground mining, our tentative diagnosis was 
that of silicotuberculosis with pulmonary congestion 
and questionable pleural effusion. 


His underground mining experience proved to consist 
of the repair and maintenance of electric motors and 
had nothing to do with hard rock mining. This ex- 
perience we did not feel was compatible with silicosis 
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and the x-ray picture was not typical of this disease. 
Further delving into the patient’s past history revealed 
that he was a heavy drinker and that he had been 
working in a lumber camp cutting “deadheads” that 


had been removed from lake bottoms several months 


Fig. 3. Photomicrograph of dense fibroblastic reaction about 
small clumps of highly anaplastic epithelial cells frequently found 
in lymphatics. 


before. Some of this wood was still wet. His work 
was close to the saw, and he was exposed to a spray 
of material from the logs for one month preceding 
the apparent onset of his illness. Rotten logs are a 
quick prey to various fungi, and spores liberated while 
working in this sort of material were long ago re- 
ported as a cause of pneumonitis. Again flukes are 
found in the snails in lakes hereabouts which would 
lodge in deadheads, and should be kept in mind. 


We felt that the outstanding diagnostic possibilities 
included the following diseases: pulmonary congestion 
on the basis of myocarditis, valvular disease or peri- 
carditis, Ayerza’s disease, bronchopneumonia, metastatic 
or local infiltrative neoplasms, miliary tuberculosis, rare 
infiltrates due to yeasts, molds, actinomycosis, blas- 
tomycosis, histoplasmosis, et cetera, and interstitial pneu- 
monitis of rheumatic origin. 


An extensive search was made for tubercle bacilli, 
fungi, parasites, et cetera, in the sputum by inocula- 
tion of appropriate culture media and an examination 


of multiple smears with appropriate stains. 
was negative for histoplasmosis. 


Skin test 
His pleural reaction 
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increased and, accordingly, we aspirated fluid from the 
left thorax three times a week totaling up to 700 c.c. 
at a sitting. The bloody exudate was examined for 
neoplastic cells; cultures and smears were made for 
organisms. 

In the meantime, fluoroscopic examination revealed 
very little cardiac motion and the blood pressure fell 
from 134/94 to 100/80, leading us to suspect pericar- 
dial effusion or adhesive pericarditis despite the lack of 
dependent edema and the forceful cardiac sound. The 
cardiac silhouettte was enlarged in all diameters. The 
conus was not particularly prominent. Electrocardio- 
grams were interpreted as indicating myocardial dis- 
ease of undetermined type, and there was no evidence 
of cor pulmonale. The patient’s temperature curve 
revealed a few peaks of one degree above normal dur- 
ing the first week, and from then on it remained nor- 
mal. His pulse varied from 72 to 95, and the serial red 
blood cell sedimentation rate read consecutively 16.5, 
16.5, 12, 12, and 1. 

We felt that his clinical course was pointing away 
from an infectious process since all of the bacteriologi- 
cal studies failed to reveal etiologic agents, and his tem- 
peraturé and white blood cell count remained normal. 
This left us with the most likely possibility of either a 
constrictive pericarditis or neoplastic process. 
tient’s prostate was 


The pa- 
normal, and his gastrointestinal 
tract functioned quite well until five days before his 
death, when he developed nausea and vomiting of co- 
pious quantities of mucoid material which gradually 
assumed a coffee ground character. There was no ob- 


.struction, however, as he continued to have normal ap- 


pearing bowel movements. In addition, his chest pains 
became more and more marked; rather more than the 
effusion would be likely to cause. His dyspnea increased 
and he sat up all of the time, securing very little rest. 
He expired on the night of February 8, 1947, almost 
three months after admission to the sanatorium. Very 
slight edema was noted on the lower extremities about 
two days before his death. 


Dr. A. H. WELLS: 


nosis. 


The case is now open for diag- 


PuysiciAns: Miliary tuberculosis, pulmonary my- 
cosis, carcinomatosis of hidden origin, :silicotuberculosis 
with cor pulmonale and chronic congestive right heart 
failure, carcinoma of the stomach with 
metastasis. 


pulmonary 


Autopsy Findings 

Dr. A. H. Wetts: The postmortem examination re- 
vealed four outstanding disease processes or complica- 
tions. There was a moderately severe diffuse (1) fi- 
brous pancreatitis of long standing with (2) a small 
(2 cm. in diameter) carcinoma in the slightly enlarged 
head of the pancreas associated with metastatic carci- 
noma to the adjacent retroperitoneal lymph nodes about 
the head of the pancreas and to the lungs and adrenals, 
(3) cor pulmonale with congestive right heart failure 
and (4) acute gastric dilatation. The metastatic carci- 
nomatous infiltration of the lungs was particularly inter- 
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esting in that there was a dense network of fibrous 
connective tissue throughout all parts of the lungs. 
These coarse strands of scar tissue could be easily seen 
on the cut surfaces and the lungs were firm, fibrous 
and rubbery throughout. Microscopically (Fig. 3), the 
fibrous trabeculae in the lungs revealed scattered clumps 
of highly anaplastic gland forming epithelial cells simi- 
lar to those in the pancreas, located primarily about the 
margins of the broad areas of fibrous scarring and in 
lymphatics. The prominent dense scarred areas were 
obviously originally the site of carcinoma cells which 
subsequently became atrophic or disappeared due to the 
density of the connective tissue. These fibrous trabecu- 
lae were located primarily along the blood vessels and 
the disease process is obviously the cause of increased 
pulmonary tension and resultant cor pulmonale with 
some evidence of chronic congestive right heart failure 
in the form of periphereal edema and chronic passive 
congestion of the liver and spleen. 


The huge stomach half filled the abdominal cavity. 
It weighed 2450 grams and contained approximately 
400 c.c. of gas beside the bile-stained mucous contain- 
ing watery fluid. The walls were relatively thin and 
there was no organic obstruction at the pyloric valve 
and no significant dilatation of the duodenum or esopha- 
gus. 


Cor Pulmonale 


For years the generally accepted definition of cor 
pulmonale (pulmonary heart) has been right ventricular 
strain due to pulmonary hypertension resulting from 
pulmonary diseases with either or both clinical and an- 
atomical evidences of this strain on the right heart. 
More recently a new concept originated by Brill’ has 
been widely accepted by cardiologists and internists. 
4,6,14,18,22 This new interpretation of the meaning of 
cor pulmonale includes a host of diseases of the heart, 
lungs, and great blood vessels causing right heart strain. 
Theoretically, these lesions are all supposed to cause 
hypertension in the pulmonary circulation. Therefore, 
the logic of using the term cor pulmonale is to express 
their effect on the right side of the heart. With this 
interpretation, cor pulmonale becomes practically syn- 
onymous with right heart strain or pulmonary hyper- 
tension. Why not call right heart strain or pulmonary 
hypertension just that and specify the cause when pos- 
sible but not distort well-established medical nomen- 
clature and the English language any more than it is. 
Because of its widespread acceptance, I would like to 
predict that this new concept of the term cor pulmonale 
will be a constant handicap in medical intercourse for 
decades to come. 

I would like to call on Dr. J. P. Tetlie for a discus- 
sion of cor pulmonale and later Dr. H. M. St. Cyr 
might briefly summarize the subject of acute gastric 
dilatation for us. 


Dr. J. P. Tettm: Cor pulmonale hasbeen fairly 
logically divided into the acute, subacute and chronic 
types. The acute form’ is generally due to embolism 
of the pulmonary arterial tree but may rarely result 
from pulmonary thrombosis, rupture of an aortic aneu- 
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rysm into a pulmonary artery, spasm of arterioles duc 
to irritants and allergy, and possibly to a diaphragmatic 
hernia suddenly compressing the lungs.15 Animal ex- 
perimental methods® have revealed a critical level of 
acute obstruction of the pulmonary artery circulation at 
approximately 60 per cent of its volume flow. Beyond 
this, serious right heart failure rapidly supervenes. 


Subacute cor pulmonale’ has been considered due in 
most instances to cancer metastasis to the lungs. This 
carcinomatous invasion results in obstruction of pulmon- 
ary blood flow by cicatricial constriction of small arter- 
ies and arterioles because of a diffuse involvement of 
the adjacent lymphatics (carcinomatous lymphangitis). 
Carcinomatous endarteritis and numerous small carci- 
nomatous emboli in the small pulmonary arteries’ 
may also seriously impede the circulation. The pri- 
mary site of this cancer is most often in the stomach, 
but may be in any of the visceral organs. The usual 
duration of the clinical evidence of cor pulmonale due 
to cancer is from two weeks to two months. Sickle 
cell anemia with its vascular obstruction has been in- 
cluded in the subacute group of pulmonary heart dis- 
eases. 


The chronic form of cor pulmonale is by far the 
most common variety causing right heart strain. It 
has been described as having resulted from various lung 
conditions constricting the pulmonary circulation such 
as the different causes of emphysema,” fibrous scarring 
and lung tissue destroying lesions as well as pulmonary 
arteriolar sclerosis. A list of these pulmonary diseases 
would include: Emphysema, chronic bronchitis, asthma, 
pneumonectomy, reduction of thoracic volume due to de- 
formities of the chest and spine, thoracoplasty, multiple 
lung cysts, bronchiectasis, pneumoconiosis, tuberculosis, 
unresolved bronchopneumonia, fungus and parasitic in- 
vasion and Ayerza’s disease. 


Among the sixty selected cases of cor pulmonale stud- 
ied at autopsies by Spain and Handler?° the distribu- 
tion was as follows: Emphysema—40; bronchiectasis— 
6; bronchial asthma—6;; silicotuberculosis—3 ; pulmonary 
tuberculosis—2; kyphoscoliosis—l; pulmonary arterio- 
sclerosis—l; and organized thrombi—1. 

Brill and those who agree with his “broader sense” 
or “physiologic concept” of cor pulmonale would in- 
clude practically all causes of right heart tension except 
those diseases which affect the heart as a whole such 
as beriberi, hyperthyroidism, acute myocarditis, myx- 
edma, anemia and arrhythmias. For instance, his “pri- 
mary cor pulmonale” includes interventricular or inter- 
auricular septal defects and tricuspid, mitral or pul- 
monary valve stenosis. In fact, any disturbance of the 
circulation of blood from the vena cavae to the mitral 
valve which causes any right heart strain regardless of 
the site of the disease constitutes “primary cor pul- 
monale.” His “secondary cor pulmonale” includes prac- 
tically all diseases which first cause left heart failure in- 
cluding hypertension, coronary disease, et cetera. 


The clinical manifestations of chronic cor pulmonale 
can be divided into two phases: that due to the pul- 
monary disease, and that resulting from right heart 


failure. 
phase 


The general 
include dyspnea, 


symptoms of the pulmonary 
cough, hemoptysis, cyanosis, 
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polycytemia, and clubbing of the fingers. Right heart 
failure is evidenced by engorgement of neck veins, 
swelling and tenderness of the liver, ascites, peripheral 
edema, orthopnea, et cetera. These are ominous signs 
in cor pulmonale and generally appear only a few weeks 
or months before exodus. 

Accentuation of the pulmonic second sound due to a 
more forceful closure of the leaflets is a most important 
sign of increased pulmonary tension in adults. Incon- 
stant findings include cyanosis, clubbing of fingers and 
toes, and the various physical signs of chronic pulmo- 
nary diseases usually complicated by cor pulmonale. 

Roentgenoscopic and roentgenographic studies?’ in all 
positions frequently reveal characteristic enlargement 
of the pulmonary artery and the right ventricle before 
there is any other evidence of right heart strain. The 
electrocardiogram generally reveals right axis devia- 
tion!® due to hypertrophy of the right ventricular mus- 
culature. It is hoped that the new catheterization tech- 
nique of obtaining blood pressures in the right ventri- 
cle might be of great aid in this diagnostic field. 


Acute Gastric Dilatation 

Dr. H. M. St. Cyr: Acute dilatation of the stomach 
occurs most frequently following laparotomies and other 
major surgical procedures or after any type of opera- 
tion in which general anesthesia is used. It is also 
found after blows to the abdomen and spine, and also 
in patients confined to bed with severe wasting diseases 
such as pulmonary tuberculosis, diabetes, cancer, and 
chronic heart disease. The condition is frequent enough 
so that its recognition and therapy must be constantly 
kept in mind. 

There appears to be a fairly general agreement that 
an initial loss of gastric tonus is followed by an accu- 
mulation of secretions and gas, resulting in ballooning 
of the stomach. Why gastric motility is decreased may 
not always be apparent. General and spinal anesthesia 
can depress the stomach musculature.11 Reflex altera- 
tion of the vagus and splanchnic innervation®»13 may 
possibly be of fundamental importance, Individual pre- 
disposition,12 aerophagia,? duodenal constriction by the 
superior mesenteric artery,2 morphine and atropine pre- 
medication,11 debilitation and senility, severity of trau- 
matic injury and the depth of anesthesia may all be 
important factors in selected cases. Much argument fills 
the literature concerning the. etiology of acute gastric 
dilatation and it may be some time before the various 
factors can be properly evaluated as to their impor- 
tance, 

The symptoms are restlessness, epigastric discom- 
fort and the signs of beginning shock. There is eructa- 
tion and a regurgitation of large amounts of brownish- 
black fluid. Examination of the abdomen reveals a 
fullness in the hypochondrium with obliteration of the 
normal concavity at the costal margin, and there is a 
succusion splash. Shock and dehydration may be se- 
vere. The high blood urea nitrogen, low chlorides and 
high carbon dioxide combining power are characteristic. 

Treatment is aimed at relieving the distention and 
replacement of the lost fluids and electrolytes. De- 
compression is best accomplished by a Wangensteen 
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type of nasal suction and frequent lavage of the stom- 
ach. Replacement of the lost fluid by intravenous saline 
and glucose solution is essential. A modified knee-chest 
position should be encouraged to relieve the pressure of 
the superior mesenteric artery on the duodenum. Jo- 
seph?2 feels that getting the patient to stand up or walk 
is of great benefit. 

At the autopsy, the stomach is found enormously dis- 
tended with gas and 1500 to 4000 c.c. of fluid. “ There 
may be no other pathological change found. 


Summary 


A difficult diagnostic case study of a forty-year-old 
underground iron miner and lumberjack is presented. 
He suffered from a continuous cough productive of 
frothy sputum associated with dyspnea and orthopnea 
for five months preceding death. In addition, there 
was chest pain, pleural effusion, wheezing, familial 
tuberculosis, positive Mantoux test, crackling rales in 
the chest, cyanosis and a diffuse x-ray shadow through 
the lungs. Cyanosis, orthopnea, and edema of the ex- 
tremities were prominent late manifestations. During 
the last five days, copious vomiting was severe. 

The autopsy revealed a primary carcinoma of the 
pancreas associated with severe metastatic carcinoma- 
tous lymphangitis of the lungs resulting in cor pulmon- 
ale with right heart failure. In addition, there was an 
acute gastric dilatation. 

There is a brief discussion of cor pulmonale and acute 
gastric dilatation. 
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NOTES ON THE HISTORY OF MEDICINE IN FILLMORE COUNTY 
PRIOR TO 1900 


By NORA H. GUTHREY 
Mayo Clinic 


Rochester, Minnesota 


(Continued from August issue) 


Lafayette Redmon, born in Ohio in 1833, a member of the regular school 
of medicine and one of the earliest of pioneer physicians of Fillmore County, 
for twenty-six years or more played a prominent part in the social, civic 
and professional life of Fillmore County, chiefly in Preston Township, and the 
contiguous communities and, for a time in the middle and late seventies, in 
Lanesboro, Carrolton Township. 

Dr. Redmon arrived in Preston in the fifties, from Indiana, it is believed, 
and various subsequent references to him which were made editorially in 
the local newspapers from time to time lead to the conclusion that he was 
one who had come seeking the much-vaunted salubrious climate of Minne- 
sota. The first appearance of his name observed was in the Chatfield Re- 
publican of September 19, 1857, in which, as of August 8, Dr. Redmon pub- 
lished a notice as administrator of an estate at Forestville, a village near 
Preston. Often thereafter, especially in the Preston Republican, there were 
items and notices that have served as an index to his activities. In 1861 
it was stated: “We regret to learn that Dr. Redmon who, since his residence 
here has done much to acquire the good will of the people, is now danger- 
ously ill and we hope for the best, but have some fears. He has suffered 
considerable hemorrhage of the lungs.” In the following summer, however, 
when steps were being taken “toward celebrating in a manner creditable 
to the village the coming anniversary of our national Independence,” Dr. 
and Mrs. L. Redmon and Dr. and Mrs. J. W. Crees were in the forefront 
of.making arrangements, and on July 4 Dr. Redmon acted as officer of the day. 
In that autumn he took over locally for Dr. Luke Miller, of Chatfield, who 
was surgeon for the county, in the examination of applicants for exemption 
from military duty. And on October 10, 1862, there appeared an item which, 
in view of the participation of Mrs. L. Redmon only three months earlier 
in the celebration of the Fourth of July, is arresting: “Dr. L. Redmon has 
lately returned from Indiana. He was married in Noblesville in that state 
to a fair lady and returned not alone. We welcome him back with his help 
mate. Long life and much happiness to them both.” This congratulatory 
statement was substantiated by a notice of the marriage, on Monday, 
September 29, at the residence of the bride’s father, of Dr. La Fayette Redmon, 
of Preston, Minnesota, to Miss Mary E. DeMoss, of Noblesville, Indiana. 


Pioneer residents of Preston have recalled that Dr. Redmon had a daughter, 
Callie. 
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On April 29, 1863, Dr. Redmon extended his associations in the com- 
munity by joining the Masonic Blue Lodge of Preston. About a year later, 
evidently having just returned after an absence, or an illness, he announced 
to the citizens of Preston, again through the Republican, that he would con- 
tinue to reside in the village, that he intended to make it his permanent resi- 
dence, that he was grateful to the people of the village and vicinity and that 
he trusted that he might be able to deserve a continuance of the same. And 
this hope he attempted to make good by additional study, for in the spring 
of 1865 he had returned from “having spent the winter east rehearsing at 
the Medical Institution.” He was then in residence at the Stanwix Hotel 
(which was established by an early and solid citizen, John Kaercher) and 
was giving special attention to medicine and surgery. 

It was in the period from 1855 to 1867 that promotion of the Southern 
Minnesota Railroad was at its height and Dr. Redmon was actively participat- 
ig in the program; in 1867 he was one of a committee of citizens of Preston 
appointed to investigate the possibility of securing the right of way for the 
road, which presumably would pass through Preston. The village was dis- 
appointed, as were many other settlements; it was not until 1879, as has 
heen told, when Caledonia, Mississippi and Western was extended from Cale-, 
donia, that Preston had railway facilities. 

That this physician had scientific imagination and forethought was evi- 
denced by his initiative in helping to organize the Fillmore County Medical 
Society; the organizational meeting was held in his office on October 17, 
1866, and there were present besides himself, Drs. R. W. Twitchell and 
A.. H. Trow, of Chatfield; H. Wilson and G. M. Willis, of Carimona; and 
T. E. Loop of Spring Valley. Other charter members were added soon 
afterward. 

In 1868 Dr. Redmon assumed an additional professional responsibility by 
serving as Examining United States Pension Surgeon for Fillmore County 
to succeed Dr. E. J. Kingsbury, of Spring Valley, who had resigned. And 
in the autumn of. 1869, perhaps in consideration of the attempt made that 
year through the legislature to regulate medical practice in the state, he 
again left Preston temporarily to take a course of postgraduate study, as 
did Dr. O. A. Case also. It was because of the departure of these two prac- 
titioners that Dr. John A. Ross, a young and well-trained Scotch physician, 
newly out of Rush Medical College, came to Preston. In January, 1870, Dr. 
Redmon returned and was re-established, finding his old home more attrac- 
tive than ever. 


It should be said here that early in 1869, at the first semi-annual meeting 
of the recently reorganized Minnesota State Medical Society, Dr. Redmon 
had been elected a member of the Board of Censors and he continued on the 
board into 1870; in 1871 he was a member of the Committee on Obstetrics 
and Gynecology; he aided the Committee on Surgery, as one of the seven- 
teen physicians in the state to send in reports of cases and statistics for the 
year ending February, 1871; and in this year, again, in a report to the Com- 
mittee on Surgery, he observed that goiter was “quite prevalent among Nor- 
wegians,” of whom there were many in Fillmore County, and expressed the 
belief that high altitudes were productive of the disease; his treatment for 
the disorder was giving soft water to drink and administering iodides inter- 
nally and externally. It should be noted also that this pioneer physician 
co-operated in due time with the State Board of Health, which was organized 
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in 1872; in 1880 he was one of the eleven physicians, so aften mentioned 
in this paper, of Fillmore County to respond to an inquiry from the board 
as to the local incidence of diphtheria in the preceding years. 

Apparently Dr. Redmon was one who recognized the value of sound medi- 
cal publications in the advancement of scientific medicine, for in September, 
1870, the Northwestern Medical and Surgical Journal published a note of “sin- 
cere thanks and gratitude,” to Dr. Franklin Staples, of Winona, and Dr. L. 
Redmon, of Preston, “for having not only sent us many a cheering word, but 
canvassing successfully in their neighborhoods, sending more than one sub- 
scriber and the accompanying needful on which our journal lives.” And 
still another manifestation of his constructive interest in his profession was 
his encouragement, through preceptorship, of sound preparation for medical 
practice. In 1869 and 1870 and perhaps into 1871 he took into his office as 
a student Albert Wentworth Powers, of Fountain, who subsequently studied 
at Rush Medical College, and it seems a fair assumption that other young 
aspirants to medicine came under his influence. 


Although he had returned to Preston in 1870, by October of 1871 Dr. Red- 
mon was moving and was to be replaced by Dr. A. C. White, lately of Muske- 
gon, Michigan, who had just arrived. Late in November, 1872, however, the 
following note appeared in the Preston Republican: 


RETURNED: After a few months residence in Cedar Rapids, Iowa, where he and his 
family stood an immense amount of shaking up with fever and ague, Dr. L. Redmon has 
returned to Preston with his entire household, hoping to regain health and happiness. The 
doctor says he has tried to find a better place to live in than Fillmore County and failed. 
He thinks no man can afford to exchange a Minnesota home for one anywhere in any other 
state in the Union. His old friends welcome him back most heartily. 


This was followed early in January, 1873, by two statements: first, that 
he and his family were improving; second, that he had sufficiently regained 
his health to be able to enter upon the practice of medicine and surgery with 
reasonable assurance of being able to attend to all cases promptly at all 
times. The editor went on to say: “If he has a specialty, it is surgery, in 
which we know he possesses superior skill. He is a close student and keeps 
well posted in the science of medicine, an indispensable requisite to success 
in the healing art. His old friends and patients are glad to welcome him 
back to Preston.” Dr. Redmon then had his offices in the Carpenter Building 
(still standing in 1944) south of the Court House. 

Nevertheless, Dr. Redmon departed yet again, in the early spring of 1874, 
and in April was building a fine new residence in Lanesboro where, it is 
believed, he remained for some years. And yet again he returned to Preston. 
In late December, 1881, he was announcing that he had supplied himself 
with pure bovine vaccine for vaccinating all who desired permanent pro- 
tection from smallpox. 

His medical contemporaries in Preston were many. In addition to the 
physicians already named, there were in the village at different periods dur- 
ing Dr. Redmon’s long residence the following men, to mention only a few, 
who are given in chronological order of their coming, from the early sixties 
into the early eighties; at all times there were more than one physician in 
the village: J. W. Eighmy, Huffman, Lyman Viall, S. Wallace, C. H. 
Jacobson, Henry Jones and George A. Love. 

In May, 1882, well liked though he was both personally and professionally 
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in Preston, Dr. Redmon made his final departure from the village and moved 
to Winona, Winona County, attracted by the larger field. Regrettably, the 
story of his later years has not been learned. 


If emphasis, perhaps undue, has been placed in these paragraphs on Dr. 
Redmon’s minor removes and changes of residence, it has been done with 
reason. He was typical, it is believed, of a fairly large group of the earliest 
physicians in Minnesota, Fillmore County and elsewhere, of better prepara- 
tion and broader professional viewpoint than the average practitioner of the 
day, who had come to the state for the benefit of their health in its superior 
climate. It has been observed in reading of many physicians who were 
obviously of this group that each of them strove to find the place that would 
meet his threefold problem of maintaining his health, supporting his family 
and advancing his profession. 


Lewis Reynolds, one of the earliest physicians of Fillmore County, was 
both practitioner and innkeeper in Granger, Bristol Township. “. . . In 1865 
Dr. Lewis Reynolds built the State Line House. . .. Dr. Reynolds was the 
first resident physician in Granger.” Other reference to this pioneer has 
not been observed. 


Hogan J. Ring, born Haaken J. Fjérkenstad and named for his paternal 
grandfather, was born on February 17, 1851, at the farm home of his parents, 
Jens Haagensen Fjérkenstad and Helene Fjérkenstad Fjérkenstad (daugh- 
ter of Johannes Fjérkenstad; the two families were not related), near Lake 
Mjosen on a large estate, Ringtogen. The boy was the fourth of ten children. 

In 1863 Johannes, the eldest of the children, immigrated to the United 


States and to Minnesota. In the new country he soon found that the family 
name of Fjorkenstad was too hard for the Americans to pronounce and he 
therefore cast about for a new surname; at first he tried Jensen, but because, 
as he said, that name was on practically every corner in the community of 
Preston, where he had settled, he shortened the name of his birthplace, Ring- 
togen, and thereafter was known as Johannes (or John) Ring. 


These two brothers, Johannes and Haaken, were musicians, playing violins 
that their father had made and performing ably on other instruments also. 
Hogan Ring could not remember, his children have quoted him, when he 
first started to play the violin ; he took lessons from his brother until the pupil 
was playing better than the teacher. In Norway the two boys played for 
family and guests at home and for dances in their neighborhood. It happened 
that after Johannes had left Norway, Haaken’s playing attracted the atten- 
tion of Ole Bornemann Bull, the great Norwegian violinist, who would have 
educated the boy at the University of Stockholm. The stories of American 
wonders that came home from Johannes were more attractive, however, than 
the prospect of a musical career under Bull’s sponsorship, and in 1865 Haaken, 
aged fourteen, took passage on the sailing vessel, the Emerald, to Canada 
and earned his way by playing his violin for dances on shipboard. Arrived 
in Canada, he traveled by waterways the St. Lawrence River and the 
Great Lakes, and overland, probably by railway from Chicago, to La Crosse, 
Wisconsin, and thence to Preston, Fillmore County, Minnesota. Once more 
the brothers made music together, and the younger by means of his violin 
earned his way through school. It was in Preston, soon after his arrival, that 
Haaken J. Fjérkenstad became Haaken J. Ring and later, when he became a 
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citizen of the United States, that Haaken was changed to Hogan. Johannes, 
never strong, lived only a few years after coming to America. 

For several years Hogan Ring in the summer worked on farms near Pres- 
ton and in the winter went to school in the village. After he had left school, 
he worked four and a half years as apprentice and clerk in the drugstore of 
Albert Weiser in Preston until, in 1872, he went into partnership with Mr. 
Weiser in a new store in Whalan. At about this time a newspaper item, giv- 
ing an account of the Whalan Cornet Band, stated that “H. J. Ring fingered 
the Ist B flat.” In December, 1873, he was appointed postmaster in the village, 
in place of G. G. Walker, resigned, and the Preston Republican commented, 
“Hogan is a reliable young businessman and will no doubt make a good 
postmaster.” The village of Whalan, on the Root River and the Southern 
Minnesota Railroad, was named for John Whaalahan, an early settler; com- 
mon usage reduced the number of letters in the name. In the days when 
Hogan Ring first lived in Whalan, the settlement had 160 residents, “three 
flour mills, telegraph and express,” various stores and the drug shop of 
Weiser and Ring. 

From boyhood Hogan Ring had dreamed of becoming a physician but 
it was not until he had been several years in Whalan that he accumulated 
sufficient money with which to realize his ambition. In the middle seventies 
he enrolled at the Bennett College of Eclectic Medicine and Surgery in Chi- 
cago and in 1877 he received his diploma. In the last year: of his medical 
course he was married, on August 15, 1875, to Ida Orcelia Lowe, daughter 
of Mr. and Mrs. Garrison A. Lowe, of ‘Belvedere, Illinois, and immediately 
after his graduation he brought his wife to Whalan, where they lived for 
about two years. In Whalan Dr. Ring practiced medicine and continued in 
the drugstore, of which he became sole owner; subsequently he sold it to 
A. Backman. In Whalan, also, on December 21, 1877, was born Dr. and 
Mrs. Ring’s first child, Johannes Glenellyn. When the baby was ten months 
old, Hogan and Ida Ring started with him for Nebraska, traveling by horse 
and buggy. In Grand Island, Hall County, Nebraska, they made their home 
for nine years, and there became the parents of two daughters, Verna Helene, 
born on September 13, 1882, and Mildred, on May 14, 1887. In Grand Island 


Dr. Ring advanced his medical career and for two years served as county 
coroner. 


In the autumn of 1887 the Ring family left Nebraska for the Pacific Coast 
and late in December arrived in Ferndale, Humboldt County, California, 
where Dr. Ring at once began his forty-three years of service in the village 
and community. In Ferndale two more sons were born to Dr. and Mrs. 
Ring, Ronald Lowe, on January 31, 1894, and Arden Garrison, on October 
31, 1899. Mrs. Ring died on June 7, 1901, from carcinoma of the breast. 
Two years later Dr. Ring was married to Eleanor Black Andreasen, a widow, 
of Ferndale; of the second marriage there were two children, Harlan J. and 
Ingwald M. Ring. 

Early in 1930 Dr. Ring, because of rapidly failing health, was taken to 
San Francisco for temporary hospitalization and special medical care; he 
died in that city from carcinoma of the rectum on April 26, at the home of 
his stepson, Dr. Olaf Andreasen, survived by his wife, his children, two 
stepchildren, one brother, Jacob H. Ring, and a sister, Mrs. Pauline Hel- 
gestad, all of whom were in the West, and a sister, Mrs. Oliane Backman, of 
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Whalan, Minnesota. In 1943, of this group there were living the brother, 
J. H. Ring, of Ferndale, and the seven children: J. Glen Ring, of Willits, 
California; Verna (Mrs. Paul W. Hunter), of Fortuna, California; Mildred 
Ring, of Covelo, California; Ronald L. Ring, of Denton, Texas, colonel in 
the United States Army; Arden G. Ring, of Seattle, Washington, lieutenant 
(S. G.) in the United States Naval Reserve; and Harlan J. Ring and Ing- 
wald M. Ring, of Berkeley. 


Dr. Ring became a member of the Eclectic Medical Society of California 
in 1888, and also was a member of the Masons, Odd Fellows, Knights of 
Pythias, Woodmen of the World and other fraternal orders. He was a good 
and useful citizen, a faithful and valued physician and a respected and loved 
resident of his city, where his name is honored and where there are many 
memories of his kindness and ability. He never failed a patient; and although 
he has been gone seventeen years, many of his techniques and prescriptions 
are still in use. A scholarly man, Dr. Ring not only kept abreast of his own 
profession but he also studied other sciences than medical and wrote of his 
observations. Early in the century an article of his on astronomy was pub- 
lished in one of the current scientific journals. In his later years he was 
engrossed in a study of the effect of winds, air pockets and other aerial 
phenomena on aviation. 


Soon after his death the citizens of Ferndale erected a memorial to this 
beloved physician, a flagstaff that stands on the lawn of the Carnegie Library. 
Its inscription reads: 


In Memory of 
Hogan J. Ring, M.D. 
in 
Recognition of Forty-three Years 
of Unselfish Service 
to this Community 


1851 1930 


(To be continued in October issue.) 





















President's Letter 


| Fy 1943 eight out of ten citizens of the United States claimed that their physicians had a 
! personal interest in them and their welfare, and 74 per cent felt that there were suffi- 
cient physicians, nurses and hospitals to meet all needs. In 1947, 79 per cent complain of 
shortages of nurses, hospital facilities and physicians, and 47 per cent have found it difficult 
to pay a doctor’s fee or a hospital bill. Seventy per cent believe that something might be 
done to make it easier to meet such expense. In 1943 the term “socialized medicine” was 
known to about four out of ten persons but in 1947 the percentage of these individuals has 
increased to 55 per cent. 

Nine out of ten physicians are familiar with the Wagner-Murray-Dingell National Health 
Bill. Eleven per cent consider that the Wagner-Murray-Dingell Bill would be a good thing 
from the standpoint of the general public. Nine per cent think it would be a good thing 
from the standpoint of the physicians of the country. 

Many physicians believe that their worries concerning the threat of socialized medicine 
came to an end when the composition of the Congress was altered in the last election. They 
are familiar with the effort which has been made to pass legislation which might place 
the Federal Government in control of the practice of medicine, but they feel that there is 
no need, at this time, for concern about this vital matter. Possibly this is a normal reac- 
tion. However, if physicians knew of all of the activities in which proponents of the 
Wagner-Murray-Dingell Bill are engaged during this period of apparent inactivity, they 
would realize that their sense of security is unjustified and that this is no time for lethargy. 

Recently the Committee on Expenditures in the Executive Departments? completed an 
investigation through a subcommittee authorized to investigate publicity and propaganda 
of Federal officials in the formation and operation of health workshops. In this report it 
was stated that “on the basis of hearings held on May 28 and June 18, 1947, it (the Com- 
mittee) finds that at least six agencies in the executive branch are using Government 
funds in an improper manner for propaganda activities supporting compulsory national health 
insurance, or what certain witnesses and authors of propaganda refer to as ‘socialized medi- 
cine’ in the United States.” The statement goes on to say: 

“The departments, bureaus and agencies now participating in this campaign are: 

1. The United States Public Health Service 
The Children’s Bureau 
The Office of Education 
The United States Employment Office 
The Department of Agriculture; and 
Bureau of Research and Statistics, Social Security Board.” 


AM APwN 


The Committee called attention to “the extraordinary executive pressure” exerted on the 
staff of the United States Public Health Service to further the campaign for socializing 
medicine by publishing a portion of a letter written under date of December 10, 1945, by 
Thomas Parran, Surgeon General of the United States Public Health Service, to all field 
men and staff operatives throughout the country. This letter referred to the message sent 
to Congress on November 19, 1945, by President Truman, urging enactment of a national 
health program. The quotation from Surgeon General Parran’s letter is as follows: 

“The appropriate executive agencies of the Government have been specifi- 
cally instructed by the President to assist in carrying out this legislative 
program. ... Every officer of the Public Health Service will wish to familiar- 
ize himself with the President’s message and will’be guided by its provisions 
when making any public statement likely to be interpreted as representing the 
official views of the Public Health Service.” 

All of the evidence presented before this Committee indicated that “health workshops were 
planned, conducted and largely financed with Federal funds by a key group on the Government 
payroll who used the workshop method of discussion subtly to generate public sentiment 
in behalf of .. . socialized medicine. It is evident from the record that most of the planning 
was done by the Federal officials i in Washington prior to each workshop conference.” These 


conferences were organized “to agitate for compulsory health insurance, as then pending 
in Congress.” 





1Opinion Research Corporation’s official tabulation on surveys of opinions of the public on selected issues 
and opinions of physicians on selected issues. 

*Third Intermediate Report of the Committee on Expenditures in the Executive Departments, House 
Report 786 of the First ssion, 80th Congress, submitted July 2, 1947, to the Committee of the Whole 
House on the State of the Union. 
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It was found that the Bureau of Research Statistics of the Social Security Board pre- 
pared pamphlets and propaganda literature for the C.I.O., the A.F. of L., and the Physicians’ 
Forum (the propaganda agency for the Wagner-Murray-Dingell Bill). This material, pre- 
pared at Government expense, supported “socialized medicine in every approach and dis- 
ne all arguments controverting the fixed position of the Social Security 

oard.” 

Also, attention was called to the fact that the Chief of the Medical Economics Section 
of the Division of Research Statistics of the Social Security Board had “charted, arranged 
and conducted the Jamestown (N.D.) Health Workshop,” and that this Federal employe 
had helped draft the Wagner-Murray-Dingell Bill. 


The Committee showed that thirteen of these workshops had been planned and carried 
out. Two of these meetings were held in Minneapolis, the first one on December 20, 1945, 
and the second on January 9, 1946, and from February 6 to 10, 1946, one of the largest 
workshops was held in Saint Paul. On that occasion, seven Federal agencies were repre- 
sented by fifteen Federal employes. 


The method used in the workshops is impressive. “A hand-picked group of leaders from 
various local societies were brought in for the purpose of being trained in workshop proce- 
dure. This training program was handled entirely by the employes of the Federal Govern- 
ment. . . . The hand-picked group from the local societies were designated as delegates 
and in training them they were seated around a conference table with the twenty-one con- 
sultants (Federal representatives) lined up behind them.” It was urged that “letters be writ- 
ten to senators and representatives advocating immediate action on the Wagner-Murray- 
Dingell Bill... . It was very interesting to note that when left to themselves the delegates 
seemed unable to think of any particular health problems in the State.” 


Among the topics listed in the procedures of these meetings are: (1) Technics for the 
organization of citizen groups; (2) formation of pressure groups; and (3) methods of bring- 
ing about group action. 

Testimony demonstrating the efficacy of this indoctrination of delegates by the Federal 
officials was found in the formal summary of the Jamestown Workshop, as presented by 
the United States Public Health Service. One section urged that congressional candidates 
and incumbents be polled by the Committee on their stand onthe national health program 
and that their opinions be sent to the State organizations for publication. It was shown 
clearly that Federal employes arrange the meetings, invite the delegates, train the delegates, 
preside at the meetings, and then frame the formal summary of resolutions and actions. 


One portion of this report calls attention to the fact that it was the activities of the 
Group Health Association of Washington, D. C., which led to the filing in 1937 of the 
antitrust proceedings against the American Medical Association under the Sherman Anti- 
trust Act. It is well known that this legal action by the Department of Justice was carried 
to the Supreme Court of the United States on the basis of the original complaint and 
accusation of the Group Health Association of Washington, D. C., serving effectively to 
“intimidate and restrain the activities of the American Medical Association in resisting the 
Federal propaganda.” 


In the report it was stated that “for the fiscal vear 1946 total expenditures in the execu- 
tive branch for publicity and propaganda activities were 75 million dollars. During that 
fiscal year 45,000 Federal employes were engaged, full or part time, in such activities. 
... An increase of approximately 300 per cent in Federal expenditures for publicity and 
propaganda in a period of five years is deemed by your Committee to be a proper subject 
for inquiry by the Congress.” And the recommendation of the Committee was summed 
up in these words: “We have, therefore, brought these matters to the attention of the 
Department of Justice with the request that the Attorney General at once initiate proceed- 
ings to stop this unauthorized and illegal expenditure of public moneys.” 


These are not doubtful or hypothetical inferences. They are not matters of opinion which 
may be disputed, but are stubborn certainties supported by irrefutable testimony. Having 
seen these evils, the knowledge which we have obtained should create in us a determination 
to provide a remedy. We cannot accomplish this by a continuance of complacency. 


ieee 


President, Minnesota State Medical Association 
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PERTUSSIS IMMUNITY AND MIXED 
ANTIGENS 

Sw AN earnest effort to simplify immunization 

procedures and minimize the number of 
doses of antigens employed, biological manufac- 
turers have recently fostered the preparation and 
use of “triple” antigens (pertussis, diphtheria, 
tetanus). 

Ramon® showed that the immune response to 
a toxoid (in the form of antitoxin) was enhanced 
by a mixture of toxoids. Bordet recommended 
pertussis vaccine and diphtheria toxoid in combi- 
nation. A number of reports on mixed immuni- 
zation have since appeared.”® Bigler* and others 
now believe that the degree of immunity to per- 
tussis, tetanus and diphtheria correlates best with 
the total dosage of antigen used. Lapin® has 
shown that 80 billion Phase I pertussis organisms 
modify active pertussis whereas 120 billion pre- 
vents the disease in older infants. Since the re- 
cent increase in pertussis, it has become apparent 
that bacterial counts in previously used mild anti- 
gens have been very inadequate. At Stanford 
University Clinic, Miller* reports the need of ad- 
ditional pertussin antigen when triple “D-P-T” 
vaccine is used in babies. 

The problem before manufacturers is still that 
of mixing enough pertussis antigen without pro- 
ducing severe local and general reactions. More- 
over, the “small volume” alum precipitated per- 
tussis vaccine now available has been shown by 
Sako®* to be capable of protecting babies as 
young as two months of age with doses of only 
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0.2 c.c., 0.3 c.c., and 0.5 c.c. (40 billion A-P). 

This has stimulated trials at immunity to other 
diseases at younger age levels and a number of 
Studies are now in progress in various parts of 
the country. In young infants it begins to ap- 
pear* that alum-precipitated antigen is superior, 
whereas in the older infant and child, plain vac- 
cine is effective and more prompt in its recall of 
“booster” rdle. Although mixed antigens may be 
used for babies if extra doses of pertussis are 
given, it would seem best in the light of present 
knowledge to reserve the triple antigen for boost- 
er purposes in the previously immunized child 
starting kindergarten. 

Until a more efficient and reaction-free mixed 
antigen is available, it may be better to immunize 
against pertussis alone at the third, fourth, or 
fifth months, and diphtheria-tetanus at the sixth, 
seventh, or eighth months with triple mixtures 
reserved for use as reinforcing agents. As great- 
er improvement occurs in the manufacture of 
mixed antigens, it is hoped that an ideal prepa- 
ration for small infants will evolve which will 
adequately protect against all three diseases. 


Eruinc S. Pratou, M.D. 





CANCER 


HE public has become cancer-minded as evi- 

denced by the millions contributed to the 
American Cancer Society and the additional mil- 
lions appropriated out of taxes for cancer re- 
search. While money is necessary for research, 
it is not necessarily true that if enough millions 
of dollars are available the cause of cancer will 
be found and the cancer problem solved. Medi- 
cal discoveries in the past have been the result of 
the work of a few scientists who have not had 
much financial backing but who have had that 
rare type of mind which characterizes research 
workers. 

In facing the problem of cancer, not only is it 
highly desirable to discover the cause of cancer, 
but it is also very important to detect the pres- 
ence of cancer in its early stages when it can be 
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more likely cured by our present methods of 
treatment. 

In attaining this later objective, we hear more 
and more about the desirability of Cancer Detec- 
tion Clinics composed of a group of specialists. 
Wangensteen* in a recent article states, “There 
is need for Cancer Detection Clinics set up at 
strategic places with competent specialists in the 
various branches of medicine and surgery. More- 
over, there is need for the co-operation of all 
men and women in attending such clinics, when 
established, approximately three times a year. 
If the support in funds and of the public in at- 
tendance on such clinics is forthcoming, I believe 
that it will represent the best use of the available 
knowledge in dealing with the problem of can- 
cer.” 

The author. is doubtless impressed with the 
number of patients in whom cancer of the stom- 
ach is diagnosed too late for operative cure. He 
apparently believes that if everyone in the cancer 
age were examined frequently by competent spe- 
cialists, more cancer would be detected early 
enough for cure. This is true. The same would 
be true if everyone consulted his physician three 
times a year. But is such a suggestion realistic? 

Some 20 per cent of the 140 million people in 


the country (28 million) are over fifty years of 


age. At three examinations a year, that would 
mean 84 million examinations a year—examina- 
tions not for cancer of the stomach alone but for 
cancer of all the organs. 

With the chance of perhaps one in a thousand 
of detecting cancer in this age group, would it 
be reasonable to expect normal individuals to go 
to the expense of such frequent examinations? 
The number would be few. To operate to any 
extent, such Cancer Detection Clinic would 
have to be tax supported; and who would advo- 
cate Ioading the present: burden of the taxpayers 
with a possible 84 million examinations ? 

We do not wish to decry wholly the idea of 
the Cancer Detection Clinic. It is quite likely 
that physicians would welcome the establishment 
of such clinics to which they could refer patients 
in whom they suspected cancer. We are not 
convinced, however, that periodic examination of 
large numbers of normal individuals at Cancer 
Detection Clinics would contribute valuable addi- 
tional knowledge to what we now have as to 
early symptoms. 
~ *Wangensteen, Owen H The problem of gastric cancer. 


J.A.M.A., 134:1161, (Aug. 2) 1947. 
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The problem of cancer and its early detection 
presents a distinct challenge to the profession 
today, as it has in the past. Physicians should 
always be cancer-minded. Every patient, and par- 
ticularly those in the later age groups, should be 
approached with the possibility of cancer as well 
as tuberculosis, cardiac disease, diabetes, and the 
innumerable other diseases flesh is heir to. It 
should not be necessary to have separate clinics 
for the diagnosis of these diseases—whether pri- 
vately or publicly supported. With consultation 
easily accessible, the profession should be able to 
diagnose cancer as early as scientific methods 
permit, and we question the practicality or neces- 
sity of the establishment of Cancer Diagnostic 
Clinics on a wholesale scale. 





LIFE INSURANCE FOR STATE 
ASSOCIATION MEMBERS 


T= opportunity for active members of the 
Minnesota State Medical Association to add 
a $5,000 policy to their life insurances has been 
presented in detail to each member. Each mem- 
ber would do well to consider the proposition 
seriously in view of his particular needs. The 
group policy is offered by the Northwestern Na- 
tional Life Insurance Company of Minneapolis, 
and being a term as well as a group policy, the 
rates are low. Term policies are convertible at 
any time, the age rate to apply at the time of 
conversion. 


This proposed group policy is recommended 
by the Council of the Association and should 
prove particularly attractive to the younger mem- 
bers. To them, the cost of adequate life in- 
surance is an important item at a time when their 
practice is being built up and unfortunate possi- 
bilities are ever present. After all, the main pur- 
pose of life insurance is protection for depend- 
ents in case of death, Endowment policies pro- 
tect against the further possibility of reduced in- 
come in advanced years and are valuable but more 
expensive. 


The rates of the proposed group policy are 
contingent on 75 per cent of our State Associa- 
tion membership taking out a policy. Most mem- 
bers should welcome the opportunity to add 
$5,000 to their life insurance protection. It would 
seem that the success of the proposition should 
be assured. 
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PREPAID MEDICAL AND SURGICAL CARE 
FOR MINNESOTA PEOPLE 


MR. DON C. HAWEINS 


Chairman, Liaison Committee of Insurance 
Underwriters 


Saint Paul, Minnesota 


If there were no differences of opinion, there 
would be no problem in providing Minnesota resi- 
dents with a plan for budgeting the cost of medi- 
cal care. However, there are at least two points 
on which there is no disagreement: first, that the 
best medical care is and should be available; and 
second, that no matter what method is evolved 
for providing this care, the doctor is the one who 
is going to render the service. 

If one wants a haircut, one goes to a barber; 
when one needs his tonsils removed, the logical 
procedure is to consult a doctor. And when it 
comes to the method of providing medical and 
surgical care on a prepayment basis, the question 
is one of insurance and one should look to a 
recognized licensed insurance company, which is 
represented by regular agencies and is capable 
of providing reliable coverage. It is through this 
method that the greatest good can be done for the 
greatest number. 


Under a plan utilizing the facilities of recog- 
nized insurance companies, coverage provides 
payment for care wherever it may be rendered, 
irrespective of the nature of the care, thereby 
eliminating disappointing experiences arising 
from limited coverage in a limited area, as when 
coverage can be provided only within state bor- 
ders. 


The medical profession has always recognized 
the fact that they have a duty to perform; and 
every clear-thinking individual should realize that 
the social uplifter has, in reality, proved of little 
value, and has, rather, impeded progress in the 

Mr. Hawkins’ article presents a review of work dome by the 
Liaison Committees of the Minnesota State Medical Association 

the Insurance Representatives toward setting up a plan for 
prepayment of medical and surgical care, underwritten by private 
insurance Carriers. 
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development of medical care programs. More 
attention could well be paid to education, sanita- 
tion, housing and the like, while special services 
pertaining to medical care could be left to those 
who are qualified. 


It has been a pleasure and an education to work. 


with the Liaison Committee of the Minnesota 
State Medical Association. In all of this work, 
we have not changed from our original objec- 
tive. There have, however, been a few changes 
which are beneficial to the public and to the medi- 
cal profession as well. As the plan progresses, 
and with the full co-operation of the members 
of the State Medical Association, additional im- 
provement will be made; and, while other states 
have plans in effect, we in Minnesota have had 
opportunity to profit by their mistakes. It may 
appear to some that this plan is slow in develop- 
ing, but the reverse is true. Minnesota still leads 
the field in many phases of the development of 
prepayment plans. 

In seeking to establish a means of providing 
the people of the state of Minnesota with a plan 
of prepaid Non-occupational Hospital, Surgical 
and Obstetrical insurance, at the lowest possible 
cost, there are certain phases of the plan which 
are fundamental: 

First, it is believed at present that the public 
interest is best served through the medium of vol- 
untary insurance, underwritten by insurance com- 
panies duly licensed by the state insurance com- 
mission. 


Second, the Minnesota State Medical Associa- 
tion is willing to permit any such licensed insur- 
ance company to state that a specific policy or 
policies are accepted and approved by the As- 
sociation, provided the benefits in such a policy 
or policies meet the minimum standards set forth 
by the Association and the company will co-oper- 
ate towards the attainment of the objectives of the 
Association, 


In carrying out the instructions of the House 
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of Delegates, the Liaison Committee of the Min- 
nesota State Medical Association has set forth the 
following Minnesota standards as a recommenda- 
tion to insurance companies operating in this 
state: 


1. Surgical Expense 


Reimbursement for surgeon’s fees up to the amounts 
provided in the schedule of surgical benefits offered on 
the $150 schedule (schedule offering top benefits of $150 
for major surgery) of the former group conference. 


2. Medical Expense 


The minimum standards for medical service rendered 
for employed persons shall be: 
$3.00 beginning with the fourth call in the home 
$2.00 beginning with the fourth call in the office 
$2.00 beginning with the first call in the hospital 
$20.00 limit on any one disability 
$100 limit in any twelve consecutive months 
Minimum standards for dependents’ medical care: 
$2.00 beginning with the first call in the hospital 
$60.00 limit in any twelve consecutive months 


3. Obstetrical Expense 
Up to $50.00 for delivery. 


4. General Recommendations 


(a) There is to be no interference by the insurance 
anouy with the physician-patient relation- 
ship. 


(b) There is to be no interference by the Associa- 
tion in the operation of the insurance company, 
although reasonable reports may be requested 
from time to time as to claim experience and 
enrollment. 


(c) The plan must be flexible; that is, medical ex- 
pense benefits may be written without surgical 
and obstetrical benefits, and vice versa. Indi- 
viduals may be insured without including de- 
pendents, but insurance companies would be 
expected to have complete coverage available. 


(d 


— 


Freedom of contract—an insurance company 
may use its own forms, may provide higher 
benefits than the minimum standards specify, 
and may issue other forms in conjunction with 
the approved plan. 


(e) The Association is to have full control in grant- 
ing approval and shall retain reasonable rights to 
withdraw approval. 


(f) The plan should be competitive as to its pro- 
visions with any other plan in the state, and 
participating physicians should agree to ac- 
cept the fees in the schedule as full payment 
for services rendered to the “low income 
group.” 


Co-ordinating Committee—the Liaison Com- 
mittee—is to act as a Committee to consider 
problems arising in connection with the plan 
and to hear complaints of physicians, the public 
and the insurance companies. 


— 


(g 


In preparing this report, we have not drawn 
any unwarranted inferences. There have been 
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no promises made which cannot be performed. 
We have not confused reality with wishful think- 
ing. Your insurance companies are continually 
interested in the development of constructive pro- 
grams for medical care and trust they can at least 
keep abreast of the needs of the public, if not 
ahead of them. 





EMERGENCY MATERNAL AND INFANT 

CARE PROGRAM TO END GRADUALLY 

By voting just enough funds to wind up activi- 
ties, Congress has assured the eventual liquidation 
of the Emergency Maternal and Infant Care Pro- 
gram, which has been in effect since July 6, 1943. 
Appropriations include only those necessary to 
permit mothers and babies to complete the medi- 
cal and hospital care for which they were eligible 
on June 30, 1947. 

No one who was not eligible or potentially eligi- 
ble for benefits on June 30 can become eligible 
after that date. However, an eligible wife, who 
became pregnant prior to June 30 may receive 
benefits; and her baby can receive medical care 
under the program up to the age of one year. 


Because babies born to mothers who are still 
eligible may receive care until they are a year old, 
it is estimated that the program will not be ter- 
minated entirely until nearly two years from now. 
There is a maximum of twenty-one months of care 
possible—nine months maternity care during preg- 
nancy plus twelve months for the infant after 
birth. 


29,840 Mothers, Infants Receive Care 

In Minnesota, operation of EMIC has provided 
a total of 29,840 wives and infants of servicemen 
with the best medical and hospital services avail- 
able. Of this number, 22,810 mothers received 
prenatal, delivery and postnatal care, while 7,030 
babies were provided for when ill and also given 
immunizations against smallpox, diphtheria and 
whooping cough. The steady decline of maternal 
and infant mortality during the period of the pro- 
gram’s operation would indicate that this service 
has had an important bearing on the saving of 
life and health. 

As of last December 31, the operation of this 
program in Minnesota has cost the federal govern- 
ment in specialists’ and general practitioners’ fees, 
as well as hospital charges and nursing services, 


993 





a total of $2,219,062.27. Federal funds have been 
administered in Minnesota by the State Depart- 
ment of Health, under the direction of Dr. Viktor 
O. Wilson, chief of the Section of Special Serv- 
ices. Dr. Wilson says that EMIC “storks” costs 
in this state have averaged $107.10 a baby, and 
$46.92 for each sick infant. 


The main objective of EMIC was to provide 
necessary medical care for infants and pregnant 
wives of men in the four lowest grades of the 
armed services (including aviation cadets). Wives 
and children of veterans were also eligible when 
pregnancy occurred while the men were still in 
service. 


Program Stirs Controversies 


Although no responsible men of medicine ques- 
tioned the basic necessity and desirability of the 
EMIC program, many of the details of policy 
and method were often the subject of heated con- 
troversy. The feeling that the program was too 
strongly weighted in favor of specialists labeled 
it a “specialists’ program.” Too little recognition 
was given to the problems of the general practi- 
tioner in the rural areas. 

The controversy narrowed down to one point, 
however, and that was the inability of the physi- 
cian attending a case under the program to exer- 
cise his own choice of physician for consultation 
when complications occurred. The arbitrary poli- 
cies laid down by the federal administration in 
Washington, the “Blue Book” and the fact that 
organized medicine was not consulted at any point 
in the designing of the program were all sources 
of dissatisfaction and disagreement. 

And now the EMIC program is on the way out. 
At one time or another the program exemplified 
nearly every fault or failing that can be expected 
in a nationally sponsored plan for medical care. 
A large share of the credit for the ultimate suc- 
cess of the program can be given to the patient 
co-operation of the physicians of Minnesota, to 
the administrative handling of the Health De- 
partment, to the services of the professional ad- 
visory committee and the Academy of Pediatrics 
which worked so hard to iron out difficulties as 
they arose. : 

EMIC has taught many lessons that will be 
profitable should a comparable national medical 
program be necessary in the future. 
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FEDERAL FUNDS USED TO PROMOTE 
COMPULSORY HEALTH INSURANCE 
At least six federal agencies in the executive 
branch have been found guilty of using Govern- 
ment funds in an improper manner for propaganda 
activities supporting compulsory national health 
insurance. 


a 


Unlawful use of federal funds was uncovered 
in a recent investigation in Washington of the par- 
ticipation of federal officials in forming and con- 
ducting health workshops. The investigation was 
carried on by a subcommittee of the Committee 
on Expenditures in the Executive Department 
known as the Subcommittee on Publicity and 
Propaganda. 

Hearings were held by the Subcommittee on 
May 28 and June 18 of this year, which revealed 
that employes of the U. S. Public Health Serv- 
ice, the Children’s Bureau, the Office of Educa- 
tion, the Employment Service, the Department of 
Agriculture, and the Bureau of Research and 
Statistics of the Social Security Board has been 
sent at government expense to a series of “Health 
Workshop Conferences” held throughout the 
country during the last two years. 

These health workshops, planned and conducted 
with the aid of federal funds by a key group on 
the government payroll, were subtly aimed to 
generate public sentiment in behalf of health in- 
surance legislation such as the Wagner-Murray- 
Dingell Bill. 


First Workshop Held in Saint Paul 

Following three meetings held to plan the series 
of workshop conferences in November and De- 
cember, 1945, two in Washington, D. C., and one 
at the University of Chicago, the U. S. Public 
Health Service launched the series in Saint Paul, 
Minnesota, February 6-10, 1946. Eighty persons 
attended this first meeting, 15 of whom were gov- 
ernment employes representing seven different fed- 
eral agencies. 

The second health workshop was held in James- 
town, North Dakota, September 27-30, with 
ninety-eight participating, eighteen of whom were 
federal employes representing seven agencies. 
Apart from federal personnel, there were no 
doctors of medicine in attendance as delegates. No 
registered doctor of medicine was invited to par- 
ticipate. Other conferences in connection with 
the workshop series were held at Fargo, Aber- 
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deen, Great Falls (Montana), and at Minneapolis. 
It is evident from the record that most of the 
planning for these conferences was done by the 
Federal officials in Washington prior to each meet- 
ing and that the primary aim was to organize 
pressure groups to agitate for compulsory health 
insurance then pending in Congress. 


Executive Pressure Asserted 

That pressure for a national health program 
was exerted from the top down within the U. S. 
Public Health Service was apparent even before 
the current investigation. For concrete evidence 
of this, one need look no further than a letter 
sent to Health Service officials and employes by 
Surgeon General Thomas Parran. The letter re- 
ferred to the President’s November, 1945, mes- 
sage to Congress, which urged enactment of a 
national health program. 


Calling the Presidential message “a subject of 
highest importance to every citizen,” the Surgeon 
General suggested that “every office holder of the 
Public Health Service will wish to familiarize 
himself with the President’s message and will 
be guided by its provisions when making any pub- 
lic statement likely to be interpreted as represent- 
ing the official views of the Public Health Serv- 
ice.” 


Through testimony given at the investigation, it 
can be seen that Health Service employes and of- 
ficials have been consistently intolerant of honest 
discussion or debate of issues in their attempts 
to high-pressure certain legislation through Con- 
gress, 


Security Board Pays for Literature 

Testimony before the Committee reveals that 
the staff and resources of the Bureau of Research 
Statistics of the Social Security Board were freely 
and frequently lent to the preparation of pam- 
phlets and other propaganda literature for the 
CIO, the AFL, and the Physicians’ Forum (a 
propaganda agency for the Wagner-Murray-Din- 
gell Bill). Much of this was in support of the 
national health program. 


In preparation for the Jamestown Workshop, 
the Public Health Service distributed to all dele- 
gates a packet of pamphlets published by the 
CIO, AFL and Physicians’ Forum, at government 
expense, urging that letters be written to Sen- 
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ators and Representatives advocating immediate 
action on the Wagner-Murray-Dingell Bill. 

Other evidence before the Committee revealed 
that the Bureau of Research Statistics of the 
Social Security Board also prepared pamphlets 
in behalf of the national health program and sent 
them out as Government literature through the 
Department of Agriculture’s Interbureau Com- 
mittee on Postwar Programs. 


Committee Recommends Action 

Citing from the United States Code (Section 
201, title 18) that the use of federal funds for the 
purpose of influencing opinion on legislation be- 
fore Congress is unlawful, the Committee brought 
its findings to the attention of the Department of 
Justice, requesting that the Attorney General at 
once initiate proceedings to stop this unauthorized 
and illegal expenditure of public moneys. 

Its report stated that a comparison of figures of 
the Budget Bureau in 1941 and 1946 shows an in- 
crease of approximately 300 per cent in federal 
expenditures for publicity and propaganda in the 
five-year period. Such an increase, the report de- 
clared, was a “proper subject for inquiry by 
Congress.” 

The Committee summarized its purpose in fu- 
ture interim reports as follows: “To examine this 
expenditure in detail by departments and agencies, 
with particular reference to illuminating those ac- 
tivities which are directed primarily to influencing 
the decisions of Congress on pending legislation.” 





UNIVERSITY RECEIVES GRANT 

FOR MENTAL HEALTH STUDIES 
Expansion of the mental health training pro- 
gram of the University of Minnesota will now 
be possible following’a grant from the United 
States Public Health Service of $89,363, made 
available under the National Mental Health Act. 


Of the total, the University will use $40,241 to 
train nurses in the field of psychiatry ; $23,936, for 
an advanced mental hygiene program, and $22,786, 
for training psychiatric social workers. Another 
$2,400 will be used for other psychiatry training. 


The Mental Health Act authorizes Congress to 
appropriate $7,500,000 for setting up mental 
clinics and $400,000 for research and training 
throughout the United States. 
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MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


230 Lowry Medical Arts Building 
Saint Paul, Minnesota 


Julian F. Dubois, M.D., Secretary 


Minneapolis Man Sentenced to Three-Year Prison 
Term for Criminal Abortion 


Re. State of Minnesota vs. Richard Almsted 


On August 19, 1947, Richard Almsted, forty-two years 
of age, 2017 18th Ave. So., Minneapolis, was sentenced 
to a term of not to exceed three years at hard labor in 
the State Prison at Stillwater, by the Hon. Lars O. 
Rue, Judge of the District Court of Hennepin County. 
Almstead had entered a plea of guilty on July 17, 1947, 
to an information charging him with the crime of abor- 
tion. At that time the Court continued the matter for 
sentence and ordered the probation officer to make a pre- 
sentence investigation. Following the investigation made 
by the probation officer, Judge Rue imposed the three- 
year sentence. 


Almsted, who has no medical training of any kind 
and gave his occupation as a millwright, was arrested 
by Minneapolis police officers on July 11, 1947, following 
the admission of a twenty-nine-year-old married woman 
to Minneapolis General Hospital suffering from the after- 
effects of a criminal abortion. In the investigation made 
by the Minneapolis Police Department and the Minne- 
sota State Board of Medical Examiners, it was learned 
that Almsted was paid $100 for performing the abortion. 
The defendant used a catheter but the first attempt 
was not successful and the procedure was repeated on 
two subsequent occasions, the last time being July 5, 
1947. On July 9, the patient became seriously ill and 
was removed to the hospital. She has since recovered. 

Judge Rue refused to place the defendant on probation, 
pointing out that the defendant jeopardized the life of 
the patient, and in addition, had a previous conviction 
for a felony. The records in the office of the Clerk of 
the District Court of Hennepin County show that Alm- 
sted entered a plea of guilty on June 3, 1940, to a 
charge of attempted carnal knowledge. For that offense 
he was sentenced to the State Reformatory at St. Cloud 
and was released on parole in June, 1944. 


Mankato Dentist’s License Revoked Following Plea 
of Guilty of Abortion Charge 


Re. State of Minnesota vs. W. A. Groebner 


On June 21, 1947, the Minnesota State Board of Den- 
tal Examiners revoked the license to practice dentistry 
formerly held by Dr. W. A. Groebner of Mankato, 
Minnesota. The action by the Dental Board was taken 
following Dr. Groebner’s plea of guilty on May 24, 1947, 
in the District Court of Blue Earth County, to an in- 
formation charging him with the crime of abortion. 


Dr. Groebner was arrested on March 25, 1947, fol- 
lowing the filing of a complaint in the Mankato Muni- 
cipal Court charging him with the crime of abortion. 
According to evidence obtained in an investigation made 
by the legal authorities of Blue Earth County and the 
Minnesota State Board of Medical Examiners, Dr. 
Groebner was paid the sum of $75.00 to perform an 
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abortion on March 21, 1947, on a twenty-four-year-old 
unmarried Fairmont, Minnesota, woman. The patient 
died on March 24, 1947, at Fairmont. A postmortem 
examination was conducted by pathologists of the Uni- 
versity of Minnesota, who stated the cause of death to 
be “acute endometritis and hemorrhagic pneumonia due 
to an attempted induced abortion.” Groebner, twenty- 
four years of age, graduated from the School of Den- 
tistry of the University of Minnesota, in 1944, and was 
licensed to practice the same year. At the time Dr, 
Groebner was given a suspended four-year sentence in 
the State Reformatory at St. Cloud, the Court forbade 
Dr. Groebner to practice dentistry either in Mankato or 
in North Mankato. However, the action of the State 
Board of Dental Examiners revoking Dr. Groebner’s 
dental license, precludes his practicing anywhere in the 
State of Minnesota. 





PROLONGED LABOR 
(Continued from Page 948) 


a globular shape, the placenta has separated and 
should be delivered. The rise of the fundus in 
the abdomen is rather the sign of the descent of 
the placenta than of a separation, and indicates 
the accumulation of clots in the uterus. The prop- 
per procedure in expression is for the assistant 
to grasp the fundus in his right hand with the 
fingers behind and the thumb in front of the 
fundus. The uterus is then gently massaged, but 
there should be no downward pressure. The left 
hand of the assistant is then placed flat on the 
abdomen just at the symphysis and pressure is 
exerted with the right hand while the left hand 
prevents the uterus from entering the pelvis. As 
the placenta passes through the cervix, the uterus 
is lifted up as far as the umbilicus. With this 
method, there is no danger of inversion of the 
uterus. 

This paper has stressed things that are probably 
elementary but nevertheless should be reviewed 
from time to time. I have dealt chiefly with 
primary inertia and would like to stress chiefly 
in summation : 


1. Prenatal care as a means of prevention. 

2. Use of calcium and vitamin D during preg- 
nancy. 

3. Care in the use of oxytocics. 

4. In postpartum hemorrhage, Pastore’s ad- 
vice on expression of the placenta. 

5. Murphy’s work with the tocograph. 
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—Diodoquin (5,7-diiodo-8-hydroxyquinoline)—"is well tolerated. . . . The 
! 


great advantage of this simple treatment is that in the vast majority, it 
| 


destroys the cysts of E. histolytica and is, therefore, especially valuable in 


sterilizing ‘cyst-carriers.’ It can readily be taken by ambulant patients... .” 


1. D'Antoni, J. S.: Amebiasis, 
Recent Concepts of Its Prevalence, 
Symptomatology, Diagnosis and 
Treatment, Internat. Clinics 

1:100 (March) 1942. 


2. Manson-Bahr, P.: Some Tropical 
Diseases in General Practice, 
Glasgow, M. J. 27:123 (May) 1946. 
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DIODOQUIN 


(5,7-DIIODO-8 - HYDROXYQUINOLINE) 


In bottles of 100 and 1000 tablets. 


Diodoquin is the registered trademark of 
G. D. Searle & Co., Chicago 80, Illinois 
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+ Reports and Announcements +¢ 





AMERICAN COLLEGE OF ALLERGISTS 


The American College of Allergists will hold a full 
week of graduate instruction in the many phases of al- 
lergy from November 3 to 8, 1947, at the Medical School 
of the University of Cincinnati. The course is intended 
not only for those especially interested in allergy but for 
general practitioners as well. The week will be devoted 
to addresses by allergists from throughout the country. 


Reservations for the course, fee $100.00, and for hotel 
accommodations should be made with Dr. Fred W. Wit- 
tich, 423 La Salle Medical Building, Minneapolis 2, 
Minn. 


VAN METER PRIZE AWARD 


The American Association for the Study of Goiter 
again offers the Van Meter Prize Award of $300.00 
and two honorable mentions for the best essays sub- 
mitted concerning original work on problems related to 
the thyroid gland. The award will be made at the an- 
nual meeting of the Association which will be held in 
Toronto, Canada, May 6, 7, 8, 1948, providing essays 
of sufficient merit are presented in competition. 

The competing essays may cover either clinical or 
research investigations; should not exceed three thou- 
sand words in length; must be presented in English; 
and a typewritten double spaced copy sent to the cor- 
responding secretary, Dr. T. C. Davison, 207 Doctors 
Building, Atlanta 3, Georgia, not later than February 1, 
1948. 


MINNESOTA SOCIETY OF NEUROLOGY 
AND PSYCHIATRY 

A meeting of the Minnesota Society of Neurology and 
Psychiatry will be held in Duluth, Minnesota, Saturday, 
September 13, 1947. The scientific program will be 
presented at 10:00 am. in St. Mary’s Hospital, as 
follows : 


A Case for Diagnosis—J. J. Call, M.D. 


Chordoma, with Case Report—A. H. Wells, M.D., and 
A. O. Swenson, M.D. 


Cerebellar Abscess, Recovery Following Chemotherapy 
—C. M. Jessico, M.D. 


Treatment of Involutional Problems—L. E. Schneider, 
M.D. 


The Use of Xanthydrol to Demonstrate Urea in Brain 
Tissue—Wm. V. Knoll, M.D. 


Alzheimer’s Disease, with Case Reports—L. R. Gowan, 
M.D., and J. E, Seitz, M.D. 


Luncheon will be served at 1:00 p.m. in the Kitchi 
Gammi Club, and will be followed at 2:30 p.m. by 
deep sea fishing on the North Shore. 
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GRANTS FOR SCIENTIFIC RESEARCH 


The American Allergy Fund has announced grants in 
aid for research, available to investigators in the biolog- 
ical sciences, both medical and non-medical, whose 
problems meet the requirements of the Scientific Advis- 
ory Council. Preference will be given problems with 
immediate relationship to allergy, although investigations 
in physiology, biochemistry, pharmacology, immunology, 
genetics and other basic sciences are solicited. 

Applications should contain the following information: 


1. Statement of specific research problems and an out- 
line of the method or methods of procedure to be fol- 
lowed. 


2. Description of research facilities in the institution 
where investigator will employ the grant. 
3. A tentative budget. 


4. Statement of the applicant’s research record, ac- 
companied, if possible, by publications or reprints. 

Grants wifl be made for one year in amounts not to 
exceed $3,500.00, and may be renewed from year to 
year, if the progress report warrants continuation. 

Applications (seven copies) should be addressed to the 
American Allergy Fund, 525 Erie Building, Cleveland 
15, Ohio, Attention: Scientific Council. 











AT YOUR CONVENIENCE, 
DOCTOR... 


you are cordially invited to visit our new 
and modern prescription pharmacy located on 
the street floor of the Foshay Tower, 100 South 
Ninth Street. 


With our expanded facilities we will be able 
to increase and extend the service we have 
been privileged to perform for the medical pro- 
fession over the past years. 





Exclusive Prescription Pharmacy 





Biologicals Pharmaceuticals Dressings 
Surgical Instruments Rubber Sundries 


JOSEPH E. DAHL CO. 


(Two Locations) 
100 South Ninth Street, LaSalle Medical Bldg. 
ATlantic 5445 Minneapolis 
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WELL TOLERATED by the NEWBORN 


Clinical experience establishes that 
CARTOSE* is especially well toler- 
ated by newborn infants. 


CARTOSE supplies carefully bal- 
anced amounts of non-fermentable 
dextrins, with maltose and dextrose. 
These offer the advantages of: spaced 
absorption because of the time re- 
quired for hydrolysis of the higher 
sugars ; less likelihood of distress due 
to the presence of excessive amounts 
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of fermentable sugars in the intesti- 
nal tract at one time. 

CARTOSE is liquid; formula 
preparation is simple, rapid, and ac- 
curate. It is compatible with any for- 
mula base: fluid, evaporated, or dried 
milk. 


*The word CARTOSE is a registered trademark of H. W. 


@ CARTOSE 


Mixed Carbohydrates 
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In Memoriam 





ALFRED N. BESSESEN 


Dr. Alfred N. Bessesen, a prac- 
ticing surgeon of Minneapolis 
since 1893, passed away August 
19, 1947, at his home. 

He was the son of John and 
Delia Bessesen and was born Jan- 
uary 18, 1870, in Freeborn County, 
Minnesota. He attended public 
schools in Albert Lea, Minnesota, 
and was active in Christian En- 
deavor, the Y.M.C.A. and the Lu- 
theran church As a student at 
Rush Medical College where he 
received his M.D. degree, March 
28, 1893, he took part in establishing the first Intercol- 
legiate Y.M.C.A. chapters. 

Dr. Bessesen is said to have been the first intern at 
St. Mary’s Hospital, Minneapolis, where he worked un- 
der Dr. James H. Dunn. 

Along with A. A. McRae and others, he helped 
organize the South Side Commercial Club and later 
conceived and was active in forming the Commonwealth 
Club. He was a charter life member of the Minne- 
apolis Club and was also a member of Lodge 19, A.F. 
and A.M. 

Dr. Bessesen was a life member of the Fairview Hos- 
pital United Church Hospital Association, helped or- 
ganize, locate, name and build Fairview Hospital, Min- 
neapolis, and served on its first Board of Trustees. He 
was also the first chief of staff at Asbury Hospital and 
was on the staff at Deaconess Hospital. It was he who 
interested Mrs. George Christian in building Thomas 
Hospital for Fairview, to be devoted to the care of 
tuberculosis patients. 

He was a member of the American College of Sur- 
geons, the Hennepin County Medical Society, the Min- 
nesota State and American Medical Associations. He 
retired from practice several years ago on account of 
ill health but resumed practice during the war on 
account of the shortage of physicians. 

Dr. Bessesen was married to Dr. Florence E. Hol- 
land of Chicago on August 6, 1895. He is survived by 
his wife and four children—Dr. Alfred N. Bessesen, 
Jr., Dr. Daniel H. Bessesen, Grace and Florence, all 
of Minneapolis: three brothers—N. D. Bessesen, H. J. 
Bessesen, and Dr. William A. Bessesen, all of Minne- 
apolis; five grandchildren, and one great-grandchild. 

On the cover page of his first account book was 
placed the following which shows better than other 
words his character: 





A. N. Bessesen 


My Guide 

To respect my country, my profession, and myself. 
To be honest and fair with my fellowmen, as I expect 
them to be honest and square with me. To be a loyal 
citizen of the United States of America. To speak of 
it with praise and act always as a trustworthy custo- 
dian of its good name. To be a man whose name 
carries weight with it wherever it goes. 
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To base my expectations of reward on a solid founda- 
tion of service rendered; to be willing to pay the price 
of success in honest effort. To look upon my work as 
an opportunity to be seized with joy and made thie 
most of and not as painful drudgery to be reluctantly 
endured. 

To remember that success lies within myself, in my 
own brain, my own ambition, my own courage, and 
determination. To expect difficulties, and to force my 
way through them; to turn hard experiences into capi- 
tal for future struggles. 

To believe in my own proposition, heart and soul; 
to carry an air of optimism in the presence of those I 
meet; to dispel ill temper with cheerfulness, kill doubts 
with a strong conviction, and reduce active friction 
with an agreeable personality. 

To keep my future unmortgaged with debts; to save 
as well as earn. To cut out expensive amusement until I 
can afford them. To steer clear of dissipation and guard 
my health of body and peace of mind as a moet precious 
stock in trade. 

Finally, to take a good grip on the joys of life, to 
play the game like a man; to fight against nothing 
so hard as my own weaknesses, and endeavor to grow 
in strength, a Christian, a gentleman. 

“So I may be courteous to men, faithful to friends, 
True to my God, a fragrance in the path I trod.” 


GEORGE T. AYRES 


Dr. George T. Ayres of Ely died July 17, 1947, at 
Halifax, Nova Scotia, while on vacation. 

Dr. Ayres was born at Kalida, Iowa, February 1, 
1875. He attended Wooster College at Wooster, Ohio, 
and the medical school of Western Reserve for two 
years before obtaining his M.D. degree from Rush 
Medical College in 1897. He interned at Presbyterian 
Hospital in Chicago. 

Dr. Ayres became associated with the late Dr. Charles 
G. Shipman at Ely and when Dr. Shipman retired about 
forty-one years ago, Dr. Ayres and Dr. P. M. Parker 
took over the Shipman Hospital. When Dr. Parker 
retired, Dr. Ayres operated the hospital until 1944 
when he retired. For the past year he had resided 
in Phoenix, Arizona, j 

A former member of the Ely city council, Dr. Ayres 
was one of the leaders of the Ely Chamber of Com- 
merce and was associated with Dr. H. N. Sutherland 
for forty-one years, Dr. Ayres was also a member 
of the Ely school board, was active in Masonic circles, 
the Rotary Club and other fraternal and civic organi- 
zations. 

He is survived by his wife and a daughter, Mrs. 
Victor Roterus of Flint, Michigan. 


NORBERT GEORGE BENESH 

Dr. N. A. Benesh of Minneapolis passed away June 
29, 1947, at the age of thirty-nine. 

Born at Ely, Iowa, December 1, 1907, Dr. Benesh 
obtained his M.D. degree from the University of Ne- 
braska Medical School in 1931. He interned at Asbury 
Hospital in Minneapolis. 

Dr. Benesh started his general practice on the East 
Side in 1932, and worked in that district until the 
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A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


225 Sheridan Road 








Winnetka, Illinois | 


on the Shores of 
Lake Michigan 


Phone Winnetka 211 








time of his death. He was a member of the staff of 
the Deaconess Hospital and was treasurer of the 
Lutheran Deaconess Hospital Medical and Surgical 
Society. 

Dr. Benesh was a member of the Hennepin County 
Medical Society, the Minnesota State and American 
Medical Associations. He was also a member of the 
Cataract Lodge No. 2, A.F. and A.M. and the Calhoun 
Beach Club. 

Surviving are his wife, Margaret Ann Benesh, and 
two brothers, Dr. Louis A. Benesh of Minneapolis and 
Lester H. Benesh of Battendorf, Iowa. 

Dr. Benesh was an ardent sportsman. He was espe- 
cially fond of hunting and fishing and spent his spare 
time in South Dakota or northern Minnesota. 


JOHN E. CREWE 


Dr. John E. Crewe, a practicing physician in Roches- 
ter for many years and a former coroner of Olmsted 
County, died on his seventy-fifth birthday, July 22, 
1947. 

John Crewe was born at Hoboken, New Jersey, 
July 22, 1872. He attended the University of North 
Dakota at Grand Forks for two years before he at- 
tended the University of Minnesota from which he ob- 
tained his medical degree in 1896. After interning at 
Minneapolis General Hospital and the Deaconess Hos- 
pital at Grand Forks, North Dakota, he practiced from 
1897 to 1902 at Zumbrota, Minnesota. 

He located at Rochester, Minnesota, in 1902, and 


SEPTEMBER, 1947 


served as coroner of Olmsted County for thirty-six 
years before his retirement last year. He was a mem- 
ber of the Olmsted-Houston-Fillmore-Dodge County 
Medical Society, the Minnesota State and American 
Medical Associations. 

Dr. Crewe is survived by his wife, two daughters, 
Mrs. Dorothy Bishop of Minneapolis and Mrs. C. H. 
Slocumb of Rochester, and a son, Charles W. Crewe 
of Minneapolis. 


JOSEPH WILLIAM GAMBLE 


Dr. J. W. Gamble, a practicing physician for twenty- 
five years at Albert Lea and head of the Gamble Clinic, 
died August 6, 1947. 

Dr. Gamble was born at St. Cloud, Minnesota, De- 
cember 23, 1891. He attended South High School in 
Minneapolis and Rochester High School before studying 
medicine at the University of Minnesota. where he was 
graduated in 1918. After interning at the University 
Hospital and the U. S. Naval Hospital, Great Lakes, 
Illinois, he practiced at Rochester, Minnesota, from 1919 
to 1921 and was located at the Veterans Hospital, Min- 
neapolis, from 1921 to 1922. 

After being located in Albert Lea for two years he 
was joined by his two brothers, Dr. Ross M. Gamble 
and Dr. Paul M. Gamble, and the Gamble Clinic was 
formed. Dr. Gamble was a member of the Freeborn 
County Medical Society, the Minnesota State and Amer- 
ican Medical Associations. The region of Albert Lea 
has always known Dr. Gamble as “Dr. Will.” He has 
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BROWN & DAY, INC. 


St. Paul 1, Minnesota 













ACCIDENT + HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 









PHYSICIANS 
SURGEONS 
DENTISTS 


Att ALL 


COME FROM 








$5,000.00 accidental death. 
$25.00 weekly ee 
and sickness 


$10,000.00 accidental death............ $16.00 
$50.00 weekly indemnity, h, gocmment 


and 
$15,000.00 accidental death............ 
$75.00 weekly indemnity, accident 
and sickness 
$20,000.00 accidental death............ 
$100.00 weekly —— — 


ALSO HOSPITAL EXPENSE FOR jpueuns 
WIVES AND CHILDRE 





86c out of each $1.00 gross income used for 
members’ benefits 


$3,000,000.00 $14,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection of our members, 
Disability need not be ineurred in line of duty—benefits from 
the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
45 years under the the same management 
400 FIRST NATIONAL BANK BUILDING ® OMAHA 2, NEBRASKA 
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always been intensely interested in civic activities and 
has shown leadership in civic betterment projects and 
in boys’ work. Since 1929 he had been a director of 
the Albert Lea Y.M.C.A. He was a member of nu- 
merous other organizations including the American 
Legion, the Albert Lea Kiwanis Club, the Chamber of 
Commerce, A.F. and A.M., and Toastmasters Interna- 
tional. He was also a long-standing member of the 
First Baptist Church. 

Dr. Gamble is survived by his widow, a son, Elbert 
J. Gamble, at present attending the University of Min- 
nesota, and a daughter, Mrs. Owen Beard, who, herself, 
is a physician and who lives at Little Rock, Arkansas. 
Dr. Paul Gamble also survives. Dr. Ross Gamble died 
in 1934. 

Dr. Will had been in poor health since March of 1947, 
when he suffered a coronary occlusion. 





KRISTIAN JONASSON 


Dr. Kristian Jonasson, a fellow in obstetrics and 
gynecology at the Mayo Foundation from 1943 until 
1946, died by suffocation from a fire at Reykjavik, 
Iceland, on July 27, 1947. 

Dr. Jonasson was born May 12, 1914, at Saudarkro- 
kur, Iceland. He received his M.D. degree from the 
University of Iceland in 1941, interned at several hospi- 
tals in Iceland and practiced at Isafiord, Iceland, before 
going to Rochester. He practiced at Reykjavik before 
his death. 





HAROLD E. MARSH 


Dr. Harold E. Marsh of Madison, Wisconsin, died 
on July 12, 1947. 

Dr. Marsh was born October 11, 1892, at Quincy, 
Massachusetts; received the degree of M.D. in 1913 
from Tufts College, Boston, Massachusetts; and was 
an intern at the Malden Hospital, Malden, Massachu- 
setts, from July, 1913, to July, 1914. He entered the 
Mayo Foundation as a special student in medicine, 
April 1, 1915. From April, 1918, to July, 1919, he served 
as first lieutenant in the Medical Corps. He left the 
Mayo Foundation May 29, 1920, to practice internal 
medicine at the Jackson Clinic, Madison, Wisconsin. Dr. 
Marsh was a member of the American Medical Associa- 
tion and the Mississippi Valley Medical Society. 





REINHART GILBERT OLSON 


Dr. Reinhart G. Olson of Minneapolis died July 12, 
1947, at his home, aged sixty-seven years. 

Reinhart Olson was born at Nicollet, Minnesota, Feb- 
ruary 24, 1880. He received his medical degree from 
Hamline Medical College in 1908 and served his intern- 
ship at Swedish Hospital, Minneapolis. Until 1917, 
when he joined the army, he practiced at Nicollet. He 
enlisted in World War I and was stationed at St. Ar- 
mand, France, and after the Armistice, went to Ger- 
many with the Army of Occupation. After discharge 
from the army in August, 1919, he became established 
in Minneapolis. 

Dr. Olson took postgraduate work in eye, ear, nose 
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and throat diseases in Chicago in 1914, and at the 
New York Postgraduate Hospital in 1919-1920. 

He was a member of the Hennepin County Medical 
Society, the Minnesota State and American Medical 
Associations, a Knight Templar, and-a member of 
the Zuhrah Temple of the Shrine. He was also a mem- 
ber of the staff of the Swedish Hospital. 

Dr. Olson is survived by his wife, and daughter, 
Mrs. William C. Droge of Saint Paul. 


JOSEPH H. VOGEL 


Dr. Joseph H. Vogel, a prominent physician and sur- 
geon of New Ulm, died July 21, 1947, from a heart 
attack. He was sixty-eight years old. 

Born in New Ulm, March 28, 1878, he graduated 
from Rush Medical College in 1903 and began prac- 
tice at New Ulm. He took postgraduate work in Chi- 
cago in 1914 and in Vienna in 1928. A number of years 
ago he and Dr. Otto Seifert established the Vogel- 
Seifert Clinic. 

Dr. Vogel was a member of the Redwood-Brown 
Medical Society, the Minnesota State and American 
Medical Associations, and the Southern Minnesota Med- 
ical Association. He was a staff member of the Union 
and Loretto Hospitals. 

His hobby was roses, and he was nationally known 
as an expert in the growing of roses. In 1941, he was 
elected president of the Minnesota Rose Society. 

Dr. Vogel had considerable real estate holdings in- 
cluding buildings in the heart of New Ulm. He was 
president of the Farmers and Merchants Bank of 
New Ulm and director of the State Bond and Mort- 
gage Company and the American Artstone Company. 

Otto J. SEIFERT. 





CHARLES D’‘ARCY WRIGHT 


Dr. Charles D’Arcy Wright, a physician for fifty 
years in Minneapolis, died July 23, 1947, at his home. 

Dr. Wright was born at Chatham, Ontario, Novem- 
ber 22, 1863. He attended the University of Wisconsin 
before obtaining his medical degree from the University 
of Michigan in 1887. He took numerous postgraduate 
courses in Paris, London, Berlin, and Vienna, where 
he specialized in the special senses. 

After practicing in Norway, Michigan, from 1887 to 
1895, he became a member of the faculty of the Uni- 
versity of Michigan from 1895 to 1897. 

Dr. Wright captained the football team at the Uni- 
versity of Michigan and became a welleknown golfer, 
at one time winning the senior golf tournament. 

He came to Minneapolis in 1897 and became an 
eye, ear, nose and throat specialist. He was a member 
of the ‘American College of Surgeons, The American 
Society of Ophthalmology, the Hennepin County Medi- 
cal Society, and the Minnesota State and American 
Medical Associations. 

Dr. Wright is survived by a daughter, Mrs. Muriel 
Wright Fould, wife of Maurice Fould of France, a 
grandson, John D’Arcy Wright, and a brother, G. M. 
Wright of Denver. 
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weather with adequately 
equipped Physical Therapy 
Departments. 


Hanovia Ultra Violet Lamps 
Therma Short Wave Diathermy 


Complete Line of Physical 
Therapy Apparatus 


MITHUN X-RAY 
Company. 


Showroom Located at 


1424 W. 28th Street Minneapolis, Minnesota 
Telephone KEnwood 4422—WaAlnut 8554 
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Cook County 
Graduate School of Medicine | 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two-week Intensive Course in Surgical 
Technique, starting September 22, October 30, No- 
vember 17. P 
Four-week Course in General Surgery, starting Sep- 
tember 8, October 6, November 3. _ 
Two-week Course in Surgical Anatomy and Clinical 
ae starting September 22, October 20, Novem- 
er 17. 

One-week Course in Surgery of Colon and Rectum, 
starting September 15 and November 3. 

Two-week Course in Surgical Pathology, every two 
weeks. 

FRACTURES AND TRAUMATIC SURGERY—Two- 
week Intensive Course, starting October 6. 

GY NECOLOGY—Two-week Intensive Course, starting 
September 22, October 20. : 
One-week Course in Vaginal Approach to Pelvic Surg- 
ery, starting September 15 and October 13 

OBSTETRICS—Two-week Intensive Course, starting 
September 8, October 6. 

MEDICINE—Two-week Intensive Course, starting Oc- 
tober 6. 

Two-week Course in Gastro-enterology, starting Oc- 
tober 20. d 

Two-week Course in Hematology, starting September 
9 


29. 
One-month Course in Electrocardiography and Heart 
Disease, starting September 15. 


DERMATOLOGY and SYPHILOLOGY — Two-week 
Course, starting October 20. 


General, Intensive and Special Courses in all Branches 
of Medicine, Surgery and the Specialties 


TEACHING FACULTY — ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 
Address: 

Registrar, 427 S. Honore St., Chicago 12, Il. 
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o Of General Interest ° 





Dr. Silas C. Andersen, Minneapolis, has been elected 
a trustee of Dana College and Trinity Seminary in Blair, 
Nebraska. 

i 


A former fellow in the Mayo Foundation, Dr, Glen G. 
Gibson has been advanced to the post of professor and 
head of the Department of Ophthalmology, Temple Uni- 
versity of Medicine, Philadelphia. 

* * * 


On July 31, Dr. J. T. Anderson discontinued his medi- 
cal practice in Red Lake Falls. At the time he had no 
immediate plans for the future beyond a vacation trip 
with his family. 

* * * 

Dr. F. J. Braceland and Dr. P. H. Heersema, Mayo 
Clinic staff members, attended a meeting of the gover- 
nor’s Advisory Council on Mental Health held in Saint 
Paul on July 21. 


* * * 


Dr. George H. Hall, formerly of Minneapolis, has been 
named chief of the surgical service at Veterans Hospital 
in Fargo, North Dakota. He succeeded Dr. John J. 
Tyson, who was transferred to Des Moines, Iowa. 

‘#6 


“The Role of Psychiatry in Probation and Parole 
Service” was the title of an address delivered by Dr. 
M. N. Walsh, Rochester, at a meeting of the Minnesota 
State Probation and Parole Association held in St. 
Cloud on July 21. 


* * * 


Dr. Ellis N. Cohen, who is serving a fellowship in 
the Department of Anesthesiology at the University of 
Minnesota, was married in Chicago on August 9 to Miss 
Sylvia Rosenfeldt, former psychologist in the Division 
of Public Institutions for the State of Minnesota. 

ou * 


In Blue Earth, Dr. J. A. Broberg has resigned as city 
health officer after almost forty-five years of service. 
First appointed to the office in 1902, Dr. Broberg has held 
the position to the present time with the exception of 
two short intervals when he was out of the state. 

* * * 


At the annual meeting of the American Medical As- 
sociation, this summer, Dr. Arthur B. Hunt; Rochester, 
was elected secretary of the Section on Obstetrics and 
Gynecology, and Dr. F. P. Moersch, Rochester, was re- 
elected secretary of the Section on Nervous and Mental 
Diseases. 

a 


At the meeting of the American Society of Oral Sur- 
gery held in Boston in late July, Dr. John B. Erich of 
Rochester presented two motion pictures entitled, 
“Treatment of Soft Tissue in Facial Injuries” and 
“Treatment of Patients with Multiple Fractures of All 
the Facial Bones.” 
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Dr. Charles G. Sheppard, Hutchinson, has been elected 
president of the Crow River regional chapter of the 
American College of Physicians and Surgeons, while 
Dr. Kenneth Peterson, Hutchinson, has been named vice 
president, and Dr. J. D. Selmo, Norwood, secretary- 
treasurer. 

* * * 


Physicians from nine southwestern Minnesota counties 
met in Worthington on July 23 to discuss organization 
of a district public health unit for their area. Represen- 
tatives present were from Nobles, Rock, Pipestone, 
Murray, Jackson, Cottonwood, Lincoln, Lyon and Red- 
wood counties. 

ee 


On August 1, Dr. F. B. Schleinitz moved from Battle 
Lake to Hankinson, North Dakota, to become the only 
physician in that town. Dr. Schleinitz was formerly 
associated with Dr. C. A. Boline in Battle Lake, where 
he had practiced since 1938. During the war he served 
in the army medical corps for four years. 

* * * 


The Interim Commission of the World Health Or- 
ganization has appointed a former fellow in medicine 
in the Mayo Foundation, Dr. Thorstein Guthe, to the 
secretariat as a specialist in veneral disease. Dr. Guthe, 
who was with the Mayo Foundation in 1940, has been 
assistant to the surgeon general of public health of 
Norway. 

* * * 


At the Red Wing Chamber of Commerce meeting on 
August 5, a proposal was made to stage a county-wide 
x-ray survey to detect cases of tuberculosis and other 
diseases in their early stages. The proposal was re- 
ferred for further study to the organization’s Educa- 
tion and Public Health Committee, which is headed by 
Dr. Royal V. Sherman of Red Wing. 


* * * 


During August, while Dr. M. G. Flom of Zumbrota 
was on vacation, his medical practice was conducted by 
Dr. Frederick W. Engstrom of Wanamingo. Dr. Eng- 
strom, a graduate of the University of Minnesota Medi- 
cal School, recently completed his internship at Detroit 
Receiving Hospital in Detroit, Michigan. He is the son 
of Dr. and Mrs. F. A. Engstrom of Wanamingo. 


* * * 


Visiting in the United States while studying health 
conditions and therapeutic methods, Dr. Sigrid Holm, 
chief assistant at a chest clinic in Copenhagen, Denmark, 
praised the mass chest x-ray survey being conducted in 
Minneapolis. “The city is doing a very good job,” stated 
Dr. Holm. 

The Danish physician said that last year, Copenhagen 
x-rayed about 80 per cent of the population in the 
fifteen to thirty-four age group, and this year plans are 
to x-ray the persons over thirty-four years of age. 
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OF GENERAL INTEREST 


On August 15, Dr. Merrill E. Henslin of Le Roy 
moved to Cresco, Iowa, to enter a partnership with Dr. 
Walter Bockhoven of that city. Dr. Henslin did not 
completely close his medical practice in Le Roy, how- 
ever, for he is maintaining office hours there on Tues- 
day and Thursday afternoons and Saturday evenings 
each week. His father, Dr. A. E. Henslin, is continuing 
to practice in Le Roy. 

ee ¢ 

Dr. J. E. Henry, who recently completed a fifteen- 
month internship at Minneapolis General Hospital, has 
joined his brother Dr. C. J. Henry in practice at the 
Henry Clinic in Milaca. A graduate of the University 
of Minnesota Medical School, Dr. J. E. Henry was 
married in Foley on June 23 to Miss Dolores Wess- 
ner, who has been a nurse at the Henry Memorial Hos- 
pital in Milaca for the past three years. 

e 2.% 


Dr. B. E. Hall, Rochester, participated in a sympo- 
sium on “Radioactive Isotopes in Therapy of Malignant 
Disease” at the Chemical Research Conference conducted 
by the American Association for the Advancement of 
Science in New London, New Hampshire, August 10 
to 15. Dr. Hall’s subject was “Radioactive Phosphorus.” 
He also participated in a round-table discussion on 
“Methods and Results in Chemotherapy of Malignant 
Disease.” 

* * * 

Dr. W. Henry Hollinshead, former professor of anat- 
omy at Duke University School of Medicine, has joined 
the staff of the Mayo Clinic as consultant in anatomy 
and professor of anatomy in the Mayo Foundation and 
Graduate School of Medicine of the University of Min- 
nesota. In addition to directing graduate training in 
anatomy, he will continue research on the peripheral 
nervous system and mechanisms in the reflex control of 
respiration and blood pressure. 

* * * 


After forty-five years of practice in Saint Paul, Dr. 
P. H. Bennion announced in August that he was retiring 
from active medical practice and planned to move to 
Ismay, Montana, to make his home with his daughter. 
A civic-minded person, Dr. Bennion has been active in 
the development of the Midway district in Saint Paul. 
He has been a staff member of Midway Hospital and a 
member of the Osman Temple of the Shrine, the Mid- 
way Club, and the Merriam Park library board. 

* * * 


In Mankato, Dr. R. G. Hassett recently announced 
that Dr. Norman F. Stone, formerly of Minneapolis, 
has become associated with him in medical practice. A 
graduate of the University of Minnesota Medical School 
in 1944, Dr. Stone served for two years in the navy in 
the south Pacific. Upon his release from military service 
in July, 1946, he took postgraduate work at the Univer- 
sity of Minnesota for one year before joining Dr. Hassett 
in Mankato. 

cee 


Heron Lake recently acquired another physician when 
Dr. Harold Williamson, formerly of Cleveland, Ohio, 
joined the Heron Lake Hospital staff and opened a 
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medical practice with Dr. J. Roger Nickerson. The two 
physicians are cousins and for many years have planned 
to practice medicine together in Minnesota. Dr. William- 
son is a graduate of Western Reserve Medical School 
and served his internship at Akron City Hospital, Akron, 
Ohio. After three and one-half years in the army medical 
corps, he returned to be chief resident physician in the 
Cleveland City Hospital before accepting an invitation 
to practice in Heron Lake. 

ese 


Dr. William Black, who recently completed a three- 
year Mayo Foundation fellowship in general surgery, is 
now associated with Dr. O. J. Seifert and Dr. L. H. 
Domeier in New Ulm. 

A graduate of Temple University Medical School, Dr. 
Black served his internship and a residency at St. James 
Hospital in Butte, Montana. He then began his fellow- 
ship with the Mayo Foundation but interrupted it to 
serve for two years in the army medical corps. Follow- 
ing his release from military service, he completed the 
surgical fellowship and then joined Drs, Seifert and 
Domeier in New Ulm. 

es ¢-s 


Dr. Alfred G. Sherman, a former naval flight surgeon 
with six years of military service, has joined in medical 
partnership with Dr. Carleton S. Strathern of St. Peter. 

A native of Glencoe, Dr. Sherman received his medical 
degree from the University of Minnesota Medical School 
and served his internship at Minneapolis General Hospital. 
In 1939 he began his medical practice in Ajo and King- 
man, Arizona, and in 1941 he entered the navy, specializ- 
ing in aviation medicine. 

In joining Dr. Strathern in St. Peter, he is replacing his 
partner’s father, Dr. F. P. Strathern, who has announced 
his semi-retirement from the medical profession. 

*¢ 


Members of the medical and nursing professions, plus 
several hundred lay citizens of Cloquet, gathered on 
July 24 to pay tribute to Mathilda C. Backes, Cloquet 
community nurse, for the outstanding work she had 
done since her arrival in the city in 1924. The honor 
ceremony took place one week before her departure for 
Cold Spring where she had accepted a position as in- 
dustrial nurse. 

Master of ceremonies for the event was Dr. C. E. 
Norberg of Cloquet, while one of the speeches of praise 
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for Miss Backes was delivered by Dr. N. O. Monserud, 
Cloquet, who represented the medical profession. The 
nurse was presented with a watch and a purse as tokens 
of appreciation of Cloquet residents. 

* * * 


A new member of the Hedemark Clinic in Ortonville 
is Dr. Robert P. Gallagher, who has just completed a 
year of postgraduate study at the University of Min- 
nesota Medical School. 

A Minnesota graduate, Dr. Gallagher served his intern- 
ship at Queens Hospital in Honolulu, T. H., and then 
spent more than two years in the army medical corps, 
After his discharge from military service he returned to 
Minnesota for postgraduate training before joining Dr. 
Truman Hedemark and Dr. Homer Hedemark in Orton- 
ville. 

* * * 


At a forum at the University of Minnesota on July 
31 the medical profession was attacked by Fred Gram, 
public relations director for Group Health Mutual, Inc. 

“Restrictive state laws urged on legislatures by the 
medical profession make it exceedingly difficult for co- 
operative health organizations to function,” he com- 
plained. 

He alleged the medical profession was badly organ- 
ized, and stated: “Doctors are afraid to join clinics in 
smaller cities and rural areas for fear of facing the 
wrath of the American Medical Association.” 

He asserted that co-operative medical plans would re- 
sult in a healthier population. 

The meeting was sponsored by the campus chapter 
of the American Veterans Committee. 

. * a 


At the grand banquet of the International Congress 
of Pediatrics, held in New York in July, Dr. Henry F. 
Helmholz, former chief of the Section on Pediatrics in 
the Mayo Clinic and professor of pediatrics in the Mayo 
Foundation, was awarded the Carlos J. Finlay gold medal 
by the president of Cuba. During the previous week, at 
the Pan American Congress of Pediatrics in Washing- 
ton, D. C., Dr. Helmholz was given honorary member- 
ship in the Latin American division of the American 
Academy of Pediatrics and the Brazilian Pediatrics So- 
ciety. The awards were made to the Rochester physi- 
cian in recognition of his work in furthering pediatric 
education and practice in Latin America by establishing 
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OF GENERAL INTEREST 


paid scholarships in various medical schools of the United 
States for graduates of Latin American medical schools. 


* * * 


In an article in a recent issue of the Journal of the 
American Medical Association, Dr. Owen H. Wangen- 
steen, head of the Department of Surgery in the Uni- 
versity of Minnesota Medical School, stated: 

“The public is willing to spend unlimited funds to 
conquer the scourge of cancer. . . . Establishment of 
cancer detection clinics, staffed by specialists, affords the 
best promise of early recognition of cancer. Women 
over forty and men past fifty should report regularly 
to such clinics.” 

In regard to the long-range cancer problem, Dr. Wan- 
gensteen advocated the setting up of a cancer commis- 
sion to spearhead research. “This commission should 
be given adequate funds and authority to draft compe- 
tent workers with research experience,” he declared. 

* * * 


At a reunion of former interns of St. Mary’s Hos- 
pital in Duluth, Dr. E. L. Tuohy was honored as the 
oldest ex-intern present. A portrait of Dr. Tuohy was 
unveiled at a special luncheon meeting, and Dr. W. J. 
Ryan of the hospital’s intern committee paid tribute to 
the honored physician. 

Dr. Tuohy, who is now chief of laboratories at St. 
Mary’s Hospital, entered the hospital as an intern in 
1905 and remained as a resident in 1906. He was instru- 
mental in setting up the hospital’s pathology department 
and later organized the hospital’s program of clinico- 
pathological conferences. 

Among the guests at the honor luncheon was Dr. 
Tuohy’s son, Dr. Edward B. Tuohy, former staff mem- 
ber of the Mayo Clinic and now professor of anesthesiol- 
ogy at Georgetown University in Washington, D. C. 

$s 


Community clinics—possibly even traveling clinics— 
might help in the control of alcoholism as a social prob- 
lem, Dr. Stanley B. Lindley recently suggested. As 
superintendent of the Willmar State Hospital, which 
was established for inebriates, Dr. Lindley is convinced 
that the problem of keeping alcoholism within bounds 
is too large to be handled by any state institution. 

“Lots of persons who are drinking too much would 
never think of coming here for treatment,” he said, 
“but they might seize the opportunity to drop in at 
a local clinic to get the trouble straightened out.” 

Psychiatrists and social workers, operating from such 
a clinic, could prevent a large amount of future difficulty 
and could ease the daily pressure on courts and jails. 

“But the cost would be considerable,” Dr. Lindley 
stated. “Men of experience don’t come cheaply. And 
one of the essentials would be the selection of a compe- 
tent man to head the program.” 

«e+ @ 


Two Mayo Clinic staff members resigned their posi- 
tions this summer to join the faculty of Georgetown 
University Medical Center, Washington, D. C. 

Dr. Edward B. Tuohy, a member of the anesthesiology 
staff of the clinic since 1935, became professor of anes- 
thesiology at Georgetown University, while Dr. Paul C. 
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OF GENERAL INTEREST 


Kiernan, a member of the clinic surgical staff for four 
years, became an associate professor of surgery at the 
school. 

Dr. Tuohy received his medical degree at the Univer- 
sity of Pennsylvania in 1932 and interned at Roosevelt 
and New York Hospitals in New York and at Ancker 
Hospital in Saint Paul. He began a fellowship in the 
Mayo Foundation in 1933, and in 1936 he received an 
M.S. degree from the University of Minnesota. 

Dr. Kiernan, a graduate of George Washington Uni- 
versity, Washington, D. C., began a fellowship in surgery 
in the Mayo Foundation in 1940 and received an M.S. 
degree from the University of Minnesota in 1943. 


eee 


Twenty-two physicians who have each completed a half 
century of medical practice in Minnesota were honored 
by admission to the “Fifty Club” at the annual meeting 
of the Minnesota State Medical Association in Duluth on 
July 1. 

Membership in the club is limited to physicians who 
have practiced medicine for at least fifty years in Min- 
nesota. The new members admitted this year were Drs. 
J. F. Corbett, George B. Hamlin, G. D. Head, A. J. H. 
Hammond, all of Minneapolis; L. A. Nelson, Robert 
Earl, W. R. Ramsey, of Saint Paul; Homer P. Dredge, 
Sandstone; J. F. S. Gendron, Grand Rapids; John A. 
Thabes, Sr., Brainerd; Morrill E. Withrow, Interna- 
tional Falls; George H. Mesker, Cambridge; William 
L. Palmer, Albert Lea; George F. Reinecke, New Ulm; 
George J. Schottler, Dexter; William E. Wray, Camp- 
bell; A. H. Brown, Pipestone; M. A. Brown, Milan; John 
E. Crewe, Rochester; S. A. Drake, Lanesboro; Roland 
Gilmore, Bemidji, and J. H. Haines, Stillwater. 


* * * 


A prediction that Tokyo would soon be only twenty- 
three hours distant by air was made by Dr. Jan H. 
Tillisch in a talk, July 17, before the Rotary Club of 
Rochester. 

In addition to being assistant professor of medicine in 
the Mayo Foundation and consultant in medicine in the 
Mayo Clinic, Dr. Tillisch is also medical director of 
Northwest Airlines. In his talk to the Rotary Club he 
described a trip to the Orient which he had just made 
by air to observe personally the physical conditions un- 
der which pilots must fly. 


Illustrating his words with projected color photo- 
graphs, Dr, Tillisch described conditions in Alaska, the 
Aleutian islands, Tokyo, Seoul in Korea, Shanghai and 
Manila. 

“When the Boeing Stratocruiser passenger planes are 
put in operation, you’ll be able to fly from here to Tokyo 
in as little as twenty-three hours,” he stated. (Present 
time, Rochester to Manila: forty-five hours.) “It will 
be a very easy trip,” he added. “Ocean flying is much 
smoother than flying over land.” 


* * * 


Captain Louis H. Roddis (MC), USN, Chief of the 
Publications Division of the Bureau of Medicine and 
Surgery and Editor of the United States Naval Medical 
Bulletin, Navy Department, Washington, D. C., has been 
awarded the Navy Commendation Ribbon for the ex- 
cellent service he rendered in World War II as Senior 
Medical Officer of the U.S.S. Relief. 

The citation reads: 


“For excellent service in the line of his profession 
while serving as Senior Medical Officer of the U.S.S. 
Relief from 4 March to 9 September, 1944. His pro- 
fessional skill and devotion to duty contributed mate- 
rially to the smooth and efficient functioning of the 
Medical Department. During Fleet concentrations he 
rendered invaluable consultation service and dealt with 
many medical problems, both in disease prevention and 
evacuation of the sick and wounded. Under his direc- 
tion, during the capture of Saipan and Tinian, large 
numbers of serious casualties were embarked and trans- 
ported, many directly from the beachheads. His per- 
formance of duty was outstanding and his conduct was 
at all times in keeping with the highest traditions of 
the United States Naval Service.” 


Captain Roddis graduated from the University of 
Minnesota Medical School in 1913 and entered the Naval 
service in 1914. He is considered an outstanding Medi- 
cal Historian and has written several books on the 
subject. Captain Roddis’ professional specialty is in- 
ternal medicine and he is a Fellow of the American 
College of Physicians and a Member of the American 
Board of Internal Medicine. 

* * * 


Announcement has been made of eleven recent ap- 
pointments to the staff of the Mayo Clinic. 

Dr. Edwin D. Bayrd, a graduate of Harvard Medi- 
cal School who became a fellow in medicine in the 
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Mayo Foundation in 1944, has been appointed a con- 
sultant in medicine. 

Dr. Talbert Cooper, a graduate of Emory University 
who entered the Mayo Foundation as a fellow in medi- 
cine in 1941, has been appointed a consultant in medi- 
cine. 

Dr. Edward D. LeLamater, a graduate of Johns Hop- 
kins and Columbia Universities who entered the Mayo 
Foundation in 1946 as first assistant in mycology and 
fellow in dermatology, has been appointed consultant 
in mycology in the Section on Experimental Bacteriol- 
ogy. 

Dr. Albert Faulconer, Jr., a graduate of the University 
of Kansas. who became a fellow in anesthesiology in 
1946, has been appointed to the anesthesiology staff. 

Dr. Lloyd E. Harris, a graduate of Rush Medical 
College who has been practicing pediatrics in Lafayette, 
Indiana, has been appointed to the preventive pediatrics 
staff. 

Dr. John R. Hodgson, a graduate of the University 
of Michigan who entered the Mayo Foundation as a 
fellow in radiology in 1943, has been appointed to the 
radiology staff. 

Dr. Mavis P. Kelsey, a graduate of the University of 
Texas who began a fellowship in medicine in 1939, 
has been appointed to the staff in general medicine and 
surgery. 

Dr. Frank D. Mann, a graduate of the Universty of 
Minnesota who became first assistant in clinical pathol- 
ogy in 1946, has been appointed to the staff in clinical 
pathology. 

Dr. Gordon M. Martin, a graduate of the Univer- 
sity of Nebraska who became a fellow in physical medi- 
cine in 1941 and who has been head of the Department 
of Physical Medicine at the University of Kansas Medi- 
cal School, has been appointed to the staff in physical 
medicine. 

Dr. John A. Paulson, a graduate of the University 
of Minnesota who became a fellow in anesthesiology 
in 1942, has been appointed to the anesthesiology: staff. 

Dr. William G. Sauer, a graduate of the University 
of Cincinnati who became a fellow in medicine in 1942, 
has been appointed to the staff in general medicine and 
surgery. 


HOSPITAL NEWS 


For the thirty-first consecutive time, Dr. C. L. Sher- 
man of Luverne has been re-elected as president of the 
Southwestern Minnesota Sanatorium board. Dr. Sher- 
man has been president of the board since it was or- 
ganized in 1915. 

Also re-elected to offices on the board are Edwin 
Brickson, Adrian, vice president; Dr. S. A. Slater, 
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Worthington, superintendent and secretary; and N. L. 
Zender, St. James, member of the Executive Committee. 
* * * 

Miss Margaret Ossendorf left the Staples Municipal 
Hospital in July to become superintendent of the Mel- 
rose Hospital. Miss Ossendorf had served as first 
floor supervisor at the Staples hospital and had been 
acting superintendent during the absence of Miss Mar- 

celine Lano, the regular superintendent. 
+ * 

A tax increase to help raise funds for the construc- 
tion of new buildings and equipment at Glen Lake San- 
atorium, Minneapolis, was voted by the Hennepin Coun- 
ty commissioners on July 31. One-half mill of the in- 
crease in rate, from 2.75 to 4.30, will provide $146,500 
for construction. 

* * * 

Dr. William C, Heiam, Cook, has announced that a 
new autoclave sterilizer has been installed at the Cook 
General Hospital. The latest model available, it was 
purchased at a price of $700. 
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New chief of staff at Fairview Hospital (Columbia 
Heights), Minneapolis, is Dr. H. D. Good, a graduate 
of the University of Minnesota Medical School, who 
has practiced in Columbia Heights since 1926. Also 
recently elected to the hospital staff are Dr. Arthur C. 
Skjold, vice chief of staff, and Dr. Donald B. Frane, 
secretary-treasurer. 

*x* * * 

At a recent meeting of the board of directors of 
the Union Hospital Association, Inc., in New Ulm, 
George D. Erickson was re-elected president of the 
board. Other officers are Dr. Albert Fritsche, vice 
president; George Hogen, secretary, and F. H. Retz- 
laff, treasurer. 

x * * 

The twenty-bed Halloran Hospital at Jackson has 
been purchased from Dr. Walter H. Halloran and is 
now being conducted by the Sisters of Charity of Our 
Lady, Mother of Mercy, in the Winona diocese. In- 
cluded in the transaction was the modern ten-room 
home of Dr. Halloran which has been converted into 
a convent for the Sisters. 

* * * 


Four Saint Paul businessmen were named members 
of the board of governors of Miller Hospital, Saint 
Paul, at a meeting of the board on August 12, it has 
been announced by Shreve M. Archer, chairman of the 
board. The newly appointed members are Frank J. 
Anderson, C. F. Codere, Bernard H. Ridder and F. K. 
Weyerhaeuser. 

¢ 2 8 

Former assistant superintendent of the University of 
Minnesota Hospitals, William K. Klein, has begun his 
new duties as superintendent of Hurley Municipal Hos- 
pital in Flint, Michigan. A graduate of the University 
Business Administration School, Mr. Klein has been a 
member of the University Hospitals’ staff for five 
years. 

ok a OK 

Dr. Paul R. Hawley, head of the Veterans Adminis- 
tration Department of Medicine and Surgery, arrived 
in the Twin Cities on August 9 to spend a week in- 
specting VA hospitals in the area as part of a nation- 
wide tour of veterans’ hospital facilities. 

With Dr. Hawley on the tour were Miss Dorothy 
Wheeler, national director of VA _ nursing service; 
Dr. John Barnwell, chief of the tuberculosis division, 
and Dr. Harvey Tompkins, of the neuropsychiatry di- 
vision. 

* * * 

New visiting regulations have been adopted by three 
Duluth hospitals, Dr. Mario Fischer, city health direc- 
tor in Duluth, has announced. 
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The regulations, which, Dr. Fischer said, are “in 
the interest of better health,” have been approved by 
the St. Louis County Medical Society, and are in effect 


at St. Mary’s, St. Luke’s and Miller Memorial Hospi- 
tals. 


Visiting hours both in wards and private rooms are 
now between 2:00 and 4:00 p.m. and 7:00 and 8:30 p.m. 
on week days, Sundays and holidays,.with only two 
persons permitted to visit a patient at any one time. 
Children under fourteen years of age are not permitted 
to visit in the hospitals, and all persons under sixteen 
years of age are barred from the obstetric floor. 


* * * 


The Hunt Hospital, founded in Fairmont thirty-three 
years ago by the late Dr. F. N. Hunt and his son, 
Dr. R. C. Hunt, closed on July 15. 


Since 1940 the hospital has been conducted by Dr. 
R. C. Hunt and his son, Dr. Robert S. Hunt, who are 
continuing to maintain offices in the building while using 
the Fairmont Community Hospital for patients needing 
hospital care. 


In regard to the closing of the Hunt Hospital, Dr. 
R. C. Hunt said, “In view of conditions—which in- 
cludes a shortage of nurses—we feel that the inter- 
ests of the public will best be served if we centralize 
our efforts in one location, where the greatest possible 
use of personnel and equipment will be realized.” 


e ¢ © 


At a round-table conference at Fort Snelling in July, 
leading medical men from six states met with represen- 
tatives of the Veterans Administration and the Minne- 
sota American Legion to analyze medicine in relation 
to the veteran. 


Conclusions of the group'were that “veterans’ medi- 
cine” had advanced tremendously in the past year, that 
the future looked “very bright,” but that VA hospitals 
were badly overcrowded and new buildings and facilities 
were needed. 


Dr. Charles W. Mayo, member of the Medical Ad- 
visory Committee of the VA, said that the high stand- 
ards originally set for the Upper Midwest area are 
now being approached generally in the nation. Dr. 
Harold S. Diehl, dean of Medical Sciences at the Uni- 
versity of Minnesota and chairman of a committee that 
aids in selection of medical personnel for the VA, 
pointed out that physicians of high ability are now 
working with the VA whereas a year ago they tended 
to “shy away.” 

The meeting was held to bring a better understanding 
between the Veterans Administration and veterans’ or- 
ganizations. 
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September 2, 1947 
To the Editor: 


Those of us who were once accustomed to appreciate 
and marvel at the remarkable clinical acumen displayed 
by the clinician of two or three decades ago at ward 
rounds and at autopsy table, will heartily agree with the 
sentiment expressed in the first two paragraphs of the 
editorial entitled “Laboratory Abuse” which appeared 
in the July issue of Minnesota MepictineE. We must 
combat the strong tendency toward the dependence which 
is more and more being placed on laboratory and x-ray 
findings in the ¢are of the patient, at the expense of 
clinical observation and judgment, which the young phy- 
sician should learn to acquire. 


I am not, however, in accord with the statements made 
in the third patagraph, wherein the writer, referring to 
the uncontrolled use of laboratory facilities, declares that 
“one does decry their unstinted use, particularly in the 
private hospital and office” and then, commenting on the 
need for reducing laboratory expense by some form of 
a cushion, asserts that “a practical example of this type 
of cushion is the State Board of Health Laboratories.” 


Speaking only for the private hospital, it must be re- 
membered that in most of them in Minnesota, the 
laboratory fees are charged by individual tests, and no 
tests are performed without the request from the at- 
tending physician, except for the obviously necessary 
minimum routine admission procedures and the histologic 
examination of surgically removed specimens. I find 
the average attending physician to be quite conservative 
about the use of the laboratory facilities, even in the 
best of the private hospitals, and on many occasions, 
the laboratory contributes its services free of charge in 
the study of unusual or difficult cases, for the sake of 
scientific interest and in order to relieve the financial 
burden on the patient. I do not believe that there exists, 
to any alarming degree, the laboratory abuse which the 
writer deplores, in the majority of the private hospitals. 
It is where the laboratory facilities are free and easily 
accessible and where the residents and interns are allowed 
to assume a greater degree of responsibilities in the 
diagnosis and treatment of the patients, as in the public 
and teaching hospitals (or perhaps, where a flat rate is 
charged for all laboratory tests) that the abuse is 
likely to exist. 


COMMUNICATION 





The high cost of laboratory service is, therefore, 
attributable, not so much to the abuse, but largely to 
the high cost of maintenance; that is, the cost of the 
equipment and the salaries of the technicians. The 
latter are no longer the mechanical robots of two decades 
ago, but college-trained experts who are especially trained 
in medical technology, bio-chemistry, bacteriology, 
hematology, et cetera, who are equipped to meet the de- 
mands of modern medical diagnosis. Their salaries must 
be adequate enough to justify their professional training. 
This trend, of course, is not peculiar to the laboratory 
workers, but shared alike in all phases of medical prac- 
tice, in nursing, in anesthesia, in x-ray service, as well 
as in all other specialties as, indeed, in all present-day 
human endeavors. 

Therefore, it is difficult to comprehend how a physician 
would single out the practice of clinical pathology and 
have the State Board of Health Laboratories perform 
clinical laboratory procedures, other than those directly 
related to the control of communicable diseases and 
public health, in order to bring down the cost of labora- 
tory service. Since the performance of laboratory pro- 
cedures is primarily a part of the function of the clinical 
pathologist who is a practicing physician, the delegation 
of this function to the State would be to allow the 
state to compete with the licensed physician. If this were 
allowed to happen, even in the name of economy, would 
it not be logical to suppose that any part of any specialty 
of medicine might be taken over by the State in the 
name of economy or public health? Could one not imagine 
the State taking over a part, if not all, of the nursing 
service in order to “cushion” the high cost of medical 
care? Why should not the State go into obstetric prac- 
tice and infant care in competition with the physician? 
To advocate that the State Board of Health Laboratories 
might extend its laboratory service to include routine 
diagnostic procedures (including the Rh determination 
and tissue diagnosis) would seem as illogical as to sanc- 
tion a proposition that the State might “cushion” or 
share the expense of the practice by members of any 
other specialties of medicine. 

Diagnosis by laboratory methods is a sphere of clinical 
pathology. A clinical pathologist would view with con- 
cern any suggestion that the State Board of Health 
Laboratories might “cushion” or share the expense of 
any laboratory procedures (other than those dealing 
with the control of communicable diseases and public 
health) not only for the sake of his own practice, but 
for the future of his fellow practitioners, for it may 
represent another step toward a deeper and firmer control 
by the State upon the practice of medicine in general. 


Kano Ixepa, M.D. 
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Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write reviews 
of any or every recent book which may be of interest 
to physicians. 











MILK AND FOOD SANITATION PRACTICE. H. S. Adam 
B.Sc., Chief, Bureau of Environmental Hygiene, Division o' 
Public Health, Minneapolis, and Lecturer of Public Health, 
University of Minnesota. 311 pages. Illus. Price $3.25. New 
York: The Commonwealth Fund, 1947. 


This book is a practical text covering in detail the field 
of milk and food sanitation. The author states in part, 
“It is intended that it should be useful in orienting the 
public health student who plans to work in the field of 
environmental sanitation, and that it should serve as a 
guide for health officers, public health engineers, and 
sanitarians whose work in a local health department in- 
volves routine but important duties in the sanitary super- 
vision of milk and food supplies. The book endeavors to 
present essential and fundamental principles of milk and 
food control, but it does not attempt to discuss theory 
exhaustively.” 

The first part of the book is devoted to milk sanitation. 
After pointing out that the cash income derived from the 
sale of milk is larger than that of any other farm com- 
modity including grain crops, and represents twice the 
cash return from cotton, the author systematically de- 
scribes the steps involved in planning and administering 
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a milk control program. Essentials of sanitary milk pro- 
duction, undesirable flavors in milk, pasteurization, labora- 
tory procedures, and the sanitary control of frozen des- 
serts are discussed in a way to be of practical use to 
milk sanitarians. A bibliography on milk provides an ex- 
tremely valuable source of supplementary reference ma- 
terial. 

The second part of the book is concerned with the food 
control problem, essentials of food establishment sanita- 
tion, and instruction and training of food handlers. Prac- 
tical helps for the food sanitarian include such items as 
a floor plan typifying many desirable features in a me- 
dium-sized restaurant; basic features of various kinds 
of dish washing machines; recommended retail storage 
temperatures for various fresh fruits, fresh vegetables, 
meats, and other products; and sample review questions 
for a health department food handlers’ school. A bibli- 
ography on food here also supplies vital reference sources. 

An unusual feature of this book is provided by the ap- 
pendix, in which there appears a well-organized and 
well-presented series of sections which milk and food 
sanitarians may use much as they would a field hand- 
book. The supplementary source material refers to such 
sources as publications of various kinds, and organizations 
and commercial institutions interested or engaged in the 
milk and food industry. Field equipment for the food 
sanitarian is described in detail. Analytical procedures 
for detection of cyanide in metal polish, sulphites in meat 
products, and arsenic spray residue are typical of the 
specific testing procedures outlined. A suggested course 
of instruction for food handlers is presented and might 
well be studied by all health departments contemplating 
or engaged in this vital practice. 

This worthwhile book, which certainly cannot fail to 
be of value to both student. and sanitarian alike, ends 
with an index so organized as to fulfill admirably its in- 
tended purpose. 

Eart H. Russie, M.S. 


Public Health Engineer 
Duluth, Minnesota 





THE PHARMACOPOEIA OF THE UNITED STATES OF 
AMERICA NO. XIII. Easton, Pennsylvania: Mack Printing 
Company, 1947. Price $8.00. 


The thirteenth United States Pharmacopoeia became 
official April 1, 1947. Sheet supplements which may ap- 
pear from time to time may be obtained from the U.S.P. 
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headquarters, 4338 Kingsessing Avenue, Philadelphia 43, 
Pennsylvania. The United States Pharmacopoeia XII 
became official in 1942, but so rapid was the development 
in drugs during the war and so many were the supple- 
ments needed that another revision was deemed advisable. 

For the first time the titles are arranged alphabetically 
according to their English titles instead of Latin, and this 
facilitates reference. 

Revision XIII, as well as recent revisions, represents 
an enormous amount of investigation and compilation 
which would have been impossible to handle with present 
resources had it not been for the gratuitous assistance 
given by many groups and individuals. Through the co- 
operation of the chairman of the National Formulary 
Committee of Revision, it has been possible in these two 
official books of standards to develop uniform methods 
in related fields. 

Each Pharmacopoeia is revised by a general Com- 
mittee on Revision, elected at each decennial meeting by 
the members of the U.S.P. convention, made up of repre- 
sentatives of medical and pharmacal colleges, state and 
national medical, dental, chemical, drug and veterinary 
associations, Army, Navy, and U. S. Public Health Serv- 
ice, and a number of other organizations too numerous 
to mention. 

Ever since the first Pharmacopoeia was published in 
1820, it has been the standard followed by all who have 
to do with drugs. If it says so in the U.S.P., it must be 


so! 





HOSPITAL CARE IN THE UNITED STATES. _ American 
Hospital Association, 18 East Division Street, Chicago 10, 
Illinois. Price 0. 

The American Hospital Association announces publi- 
cation August 25 of Hospital Care in the United States, 
the complete report of the Commission on Hospital 
Care. This 700-page volume, published by the Com- 
monwealth Fund, redefines the functions of the general 
hospital and outlines a long-range program for the 
improvement, development and co-ordination of Ameri- 
can hospitals. It summarizes the findings of the Com- 
mission’s intensive two-year study of hospital facilities 
and lists 181 specific recommendations for the expan- 
sion and improvement of hospital care in the United 
States. 
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Classified Advertising 





Replies to advertisements should be mailed in care of 
MINNESOTA MEDICINE, 2642 University Avenue, Saint 
Paul 4, Minn. 


WANTED—Laboratory technician in a general hospital. 
Salary is open. For additional information address 
E-35, care MINNESOTA MEDICINE. 


FOR SALE—Complete x-ray equipment, also all Victor 
electrical treatment equipment. Very reasonable. Time 
to pay, if required. Address E-36, care MINNESOTA 
MEDICINE. 


PHYSICIAN NEEDED—At Isle, Minnesota, situated 
100 miles north of Twin Cities, on Mille Lacs Lake. 
Offices new—income attractive—practicing area unop- 
posed. Address H. S. Nyquist, Isle Civic and Com- 
merce Association. 


ASSISTANT PHYSICIAN WANTED—Young man 
preferred. General practice. Salary basis. Address 
Dr. L. A. Benesh, 23 S.E. Fourth Street, Minneapolis 
14, Minnesota. Telephone GEneva 9054. 


WANTED—Young general practitioner or man with 
some special training in internal medicine to practice 
with established physician. Not in cities. Hospital 
facilities nearby. No investment. Freedom of individ- 
ual practice. Address E-33, care MINNESOTA MEDICINE, 


WANTED—Physician as an assistant in excellent gen- 
eral practice, with object of buying practice. Address 
E-25, care MINNESOTA MEDICINE. 


WANTED—Assistant for General Practice in southern 
Minnesota with view to permanent association with 
another doctor. Very active general practice with 
some major surgery. Nothing to sell—just too much 
work. If interested, write, giving full particulars about 
yourself. Address E-30, care MINNESOTA MEDICINE. 


FOR SALE—General medical practice in resort town 
20 miles from Twin Cities. Execellent opening for 
young man. Local and city hospitals available. Will 
introduce. Address E-32, care MINNESOTA MEDICINE. 


FOR SALE—Practically new diagnostic instruments: 
(1) Ruddock peritoneoscope with all supplementary 
instruments except biopsy forceps; (2) National body 
cavity diagnostic set. Write or telephone Dr. Dan 
Goldfish, 424 Medical Arts Building, Duluth 2, Minn, 





WANTED—Physician below the age of 40, interested 
in general practice with a small clinic in northern 
Minnesota. Excellent equipment and opportunity for 
eventual permanent association. Write Lynde Clinic, 
309 North LaBree, Thief River Falls, Minnesota. 


FOR SALE—Because of closing hospital, late model 
G-E x-ray outfit and portable unit. Write Drs. Hunt 
and Hunt, Fairmont, Minnesota. 


EXPERIENCED LABORATORY TECHNICIAN de- 
sires position as assistant in doctor’s office. Address 
E-34, care MINNESOTA MEDICINE. 


WANTED—Medical secretary in busy office. Good sal- 
ary. Write Dr. Otto J. Seifert, New Ulm, Minnesota. 


GENERAL PRACTITIONER with special interest in 
obstetrics, 29 years of age, University of Minnesota 
graduate, desires association with small group or 
clinic. Address E-37, care MINNESOTA MEDICINE. 
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